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MALIGNANT GROWTHS OF THE NOSE AND NASAL 
PHARYNX. 


BY FREDERIC C. COBB, BOSTON, MASS. 


Malignant growths of the nose and nasal pharynx may be divided 
into several classes. We haye the sarcomata, the varieties of which 
are, in the order of frequency, spindle-cell or fibro-sarcoma, small 
and large round-celled, angio-sarcomata, melanosarcomata, and final- 
ly the giant-celled variety. The endotheliomata form a second and 
comparatively rare class. The carcinomata, although more frequent 
than-the endotheliomata, are nevertheless far less so than the sar- 
comata, while errors in diagnosis, on account, of the glandular 
structure of the benign growths of the nose, are more often made. 
Adenomata, or adenofibromata, can sometimes only be distinguished 
from carcinoma by the subsequent clinical history. 
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It is an interesting question whether benignant growths may de- 
generate into malignant ones, as has frequently been claimed. The 
evidence is conflicting ; but no case has been found which distinctly 
proves such hypothesis. When it is recollected how frequent are 
the cases of polypi which are seen in the nose, and how many ac- 
cessory sinuses opened by the surgery of the last few years con- 
tained these growths, and that long-standing suppuration of the nose 
and ear may give rise to them, we can hardly credit the supposition 
that degeneration follows benignant growths. 

Many of the sarcomata occur in the yyoung, in whom polypi are 
very rare. Most of us have removed polypi from the same persons 
for many years in succession, and I cannot find any cases of malig- 
nancy resulting either in my own practice or my friends. From 
a clinical standpoint I believe that the presence of sarcoma and ma- 
lignant growths has been an accident rather than a degeneration. 


Sarcoma of the nose manifests itself usually in a dark red poly- 
poid mass, bleeding easily when touched with the probe. The pedicle 
of this growth is broad and thick, while the texture of the polyp is 
soft and friable. Secretion, when ulceration sets in, may be purulent 
and often offensive, or there may be no odor and very little secre- 
tion. 


A tendency to push outward the bony nasal wall, with the result- 
ing frog-faced deformity, is often present. Whether or not this 
deformity occurs, the sarcoma tends to absorb the bone on which it 
presses and appears through the aperture as a rounded swelling on 
the outside of the face, or if in the antrum, on the upper face or 
cheek, or even in the mouth. 


Hemorrhage from the nose is not an infrequent symptom of the 
growth. If in the accessory sinuses enough of the growth may ap- 
pear in the nose to make the nature of the disease clear; but antral 
cases are often encountered having no sign except suppuration to 
call attention to the disease. In cases where sarcoma is located in 
the antrum, it may and often does extend to the ethmoid cells with- 
out showing any signs of the growth in the nose. 


An anemic condition frequently accompanies sarcomatous 
growths, so that pallor, mouth-breathing and the peculiar widening 
of the face should always make us suspicious. Carcinoma, on the 
other hand, is less apt to be pedunculated and breaks down and ul- 
cerates almost as fast as it occurs, so that foul odor becomes a 
prominent growth. 

The diagnosis of malignant growths of the nose may be divided 
into three classes: 

1. Diagnosis between malignant or benignant. 
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2. Diagnosis between different forms of malignant disease. 

3. Diagnosis.of malignant from tubercular and syphilitic lesions. 

The first class, or benignant growths, comprises principally polypi, 
fibromata and cysts, and sometimes offers considerable difficulties 
clinically. Polypi which have grown again after one or two re- 
movals become so changed in color and consistency that the diag- 
nosis is at times doubtful. In such cases the appearance of marked 
bleeding, the alteration of the shape of the nose, foul odor, anzmia 
or cachexia, should awaken suspicion, which would be confirmed 
by evidence of absorption of bone or pressure. Practically, bleeding 
and cachexja form the most reliable tests. Nor is the microscopical 
examination always a safe guide, for I have seen recurrent. polypi 
with a great infiltration of round cells mistaken for a sarcoma by 
a pathologist of wide experience. And if nasal polypi of the fibroid 
type lead to errors in diagnosis, the nasal pharyngeal growth is even 
more difficult to distinguish clinically from sarcoma, and only the 
extensive bleeding which results from the attempt at removal of a 
portion or the whole of the growth, may serve as a warning. It 
should always be remembered that certain portions of a tumor may 
not contain evidences of malignanct, and that the larger the piece 
given to the microscopist, the more reliable will be his diagnosis. 
And here let me urge that the clinician afford the pathologist the 
aid of the clinical symptoms, such as cachexia, absorption of bone 
and evidences of necrosis, since the interpretation of the results given 
by microscopy is often a matter of judgment rather than of absolute 
accuracy. 

Cysts of the middle turbinate will sometimes attain such propor- 
tions that the suspicion of malignancy may be entertained. The 
bony yet elastic feeling communicated to the probe, together with the 
absence of cachexia and hemorrhage, will serve to distinguish these 
growths from the malignant type. From each other the various 
forms of malignant growths differ sometimes so sharply that the 
diagnosis is easily made. The sarcomata, although tending to press 
apart and absorb the nasal bones, are seldom accompanied with the 
destruction so characteristic of the carcinoma, which gives us the 
intensely offensive necrotic odor. Nor is the bleeding usually so 
severe on probing the carcinovia as is the case with the sarcoma; 
while in the former a hard, resistant feeling takes the place of the 
soft and spongy one given by the latter. Sarcoma is a process of 
growth and absorption, while in carcinoma new growth and destruc- 
tion go hand in hand. Foul odor in sarcoma, except in rare cases, 
is not found, but in carcinoma is common. 

From tuberculosis and syphilis the diagnosis of malignant growths 


is sometimes extremely difficult. Both present similar rounded swell- 
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ings, both recur on removal, both become ulcerated and give off a 
foul discharge, both cause cachexia. Careful examination of the 
lungs for tuberculosis, and examination microscopically of pieces 
of the growth are our only reliable tests for the one, while examina- 
tion of the second and syphilitic treatment will quickly clear up the 
diagnosis of the other. In all doubtful nasal growths these two 
should be considered and eliminated. 

Other tumors, such as bleeding polypus of the septum, may be 
confused with sarcoma, but are characterized by small pedicles, 
while the sarcoma has a broad base of insertion. Foreign bodies 
in the nose and rhinoliths may give us the foul odor and discharge, 
but cleaning and probing will promptly clear up the diagnosis. 

New growths in the accessory sinuses will often show absorption 
of the walls and projection of some portion of the tumor into the 
nasal passage. The writer has encountered cases where the diag- 
nosis was only made on opening the cavity under the belief that he 
was dealing with empyema. 

The prognosis of malignant growths in the nose and nasal pharynx 
is almost universally bad under all forms of treatment known at 
present. 

[ find in the records of the hospital eleven cases of sarcoma of 
the nose. In two of the earlier ones no details of the pathological 
examination were recorded; three were fibro-sarcoma, four round- 
celled, one osteoid and one myxosarcoma. The operations done 
varied from removal by evulsion in the early cases to excision of the 
upper jaw in the later ones. In only the earlier cases do we find the 
report “cured,” and these were by evulsion and befo1e careful exami- 
nation was made by the rhinologist. Even the cases most radically 
operated upon showed signs of the regrowth almost before leaving 
the hospital. In several cases the tumor is noted as extending to the 
cribriform plate, or the pre-vertebral muscles of the pharynx. One 
case, a boy, operated on for recurrence, died six hours after opera- 
tion, from ‘exhaustion following extensive bleeding occurring dur- 
ing the operation. In private practice three cases seen have all re- 
sulted unfavorably, although operated upon by the best surgeons 
and by the most radical methods. 

Sarcoma especially invades the ethmoid cells (anterior and pos- 
terior), the orbit and cribriform plate, and cannot be followed to its 
limit in most cases. The hemorrhage is terrific and is a further bar 
to a full and conscientious removal of all malignant tissue. Re- 
currence is very rapid, a few months rendering the condition almost 
as bad as before operation. 

Treatment: Removal by intranasal method as a palliative meas- 
ure may be advised where some indication prevents operation by a 
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more radical method. Where such method is resorted to the gal- 
yano-cautery wire loop is probably the safest instrument; although 
the cold wire snare, if carefully and slowly used, may be recom- 
mended. The success attending the major operations, such as ex- 
cision of the jaw, is very far from encouraging, yet operation may 
be resorted to as a forlorn hope, or to relieve the urgency of some of 
the symptoms. There always remains a faint possibility of success, 
although the prognosis, even with the most radical operations is ex- 
tremely doubtful. These tumors usually extend far deeper and 
higher in the nasal cavities than is supposed before operation, and 
any operation recommended should be the one giving access to the 
greatest extent of nasal tissue. 

Where the growth is bilateral, Ollie’s operation, which consists in 
sawing through the nasal bones and turning the nose forward upon 
the face, gives one a very clear view of the ethmoid region and 
upper portion of the nose. 

No operation should be done without a careful consideration as 
to whether the patient can stand the severe hemorrhage which is 
likely to result. 

















MALIGNANT GROWTHS OF THE MOUTH-AND PHARYNX.* 

BY M. A. GOLDSTEIN, M. D., SAINT LOUIS, MO. 
The laryngologist with his well-developed habit of locating and 
treating circumscribed lesions in the upper air tract, as local affec- 
tions, may very easily fall into the error of considering malignant 
neoplasms which may develop in this area, in the same light. The 
local manifestations of carcinoma and sarcoma in the mouth and 
pharynx, are by no means the vital factor in the consideration of this 
question; it is to the liberal distribution of the lymphatic vessels 
and their glandular adnexa in these areas that so great a mortality is 
due, and this often makes even radical operative interference inef- 
fective. When a malignant neoplasm in the pharynx has been well- 
developed, the entire anatomical zone surrounding such a growth, 
including numerous lymphatic vessels and glands and important 
blood vessels may be rapidly involved. 

In the light of recent pathological research, it has been noted that 
carcinoma cells have been found in lymphatic vessels leading from 
cancerous lymphatic glands directly connected with primary neo- 
plasms in the pharynx, and as such, offers a most substantial proof 
of the serious and often fatal role of the lymphatic system in its as- 
sociation with such neoplasms and its importance as a metastatic 
agency. 

The Importance of Early Diagnosis. Too much stress therefore, 
cannot be laid on the importance of an early diagnosis, and on this 
alone the life of the patient often depends. This is the vital issue 
of malignant growths in all of the areas of the upper respiratory 
tract, and especially is this true of the tissues of the mouth and 
pharynx because of their being literally imbedded in the lymphatic 
system. I can best illustrate the value of prompt operative inter- 
ference and microscopic diagnosis, by a report of the following 
case: 

S. L., white, female, age twenty-three, presented herself at my 
clinic in the out-patient department of the Jewish Hospital of St. 
Louis. A small papilloma-like growth was seen on the tip of the 
dorsum of the tongue, about a quarter of an inch from the edge and 
in the median line. The patient had first noticed this little growth 
about three months ago, and her only complaint was that it annoyed 
her at times when the little mass came in contact with the teeth. 


* Symposium paper presented at the tenth annual meeting of the American Laryngological, Rhino 
logical and Otological Society, Chicago, May 30, 1904. 
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The growth was irregular in shape, about one-half c. m., in its 
longest diameter, and extending one-quarter c. m., above the mu- 
cous surface of the tongue. The surface was irregular, and I as- 
sumed that it was probably a papilloma developed from the filliform 
papille. I excised the growth with a small knife and forceps by 
a “V” shaped excision. Bleeding was profuse, and was gradually 
checked by an application of a bead of pure chromic acid. I placed 
the specimen in a small vial with alcohol, and carried it in my vest 
pocket for about a week expecting to make and stain sections of an 
interesting typical papilloma of the tongue. Not finding leisure, | 
handed the specimen to Dr. R. B. H. Gradwohl, and was greatly 
surprised a few days later to receive the following report of the 
examination of this specimen: 

“Microscopic examination of the specimen submitted to me re- 
veals numerous cancerous elements. The specimen was fixed in 
formalin,-hardened in rising strengths of alcohol and imbedded in 
celloidin. To the naked eye it appeared to be a small papilloma. 
Sections showed connective tissue with nests of epithelial cells ir- 
regularly arranged. Diagnosis, epithelioma. 

R. H. B. GRADWOHL, M. D. 

I have a slide of it here for your inspection. I regret to say that 
I have temporarily lost track of the patient, but hope to trace her 
again. The growth was removed ten months ago. This is an object 
lesson illustrative of prompt diagnosis even in an unsuspected case, 
and requires no further comment. 

The Favorable Conditions of the Pharynx for the Development of 
Malignant Neoplasms. The anatomical and physiological character 
of the mouth and pharynx affords a most favorable condition for 
the development of malignant neoplasms, and especially of the car- 
cinoma group. As carcinoma in its manifold forms depends on the 
undue and pathological proliferation of epithelial cells and tissues, 
and as the pharyngeal cavity affords a greater variety of epithelial 
tissues than may be found in any other mucous cavity of the body, 
the frequency of development of such neoplasms here may be ra- 
tionally accounted for. Then too, must be considered the frequency 
of bacterial infection in the pharynx. It is claimed that constant or 
recurring irritation or ulceration of a tissue is an important factor 
in the etiology of cancer. A faucial tonsil, exposed to repeated at- 
tacks of follicular inflammation and ulceration, may perhaps be 
classed under this head. The smoker’s pipe stem and its constant 
friction against the surface of the tongue has been occasionally quoted 
as a source of mechanical irritation which might have a bearing on 
such etiology. The immoderate use of tobacco and alcohol and ul- 
ceration and cicatrization produced by syphilis and carious teeth 
have also received recognition in our search for an irritating cause 
of cancer. 
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Statistically, the relative frequency of carcinoma and sarcoma in 
the pharyngeal cavity to those found elsewhere, may be expressed 
in the proportion of about 1 to 10, as evidenced by the following 
data : 

Jessett has collected from various papers 4600 cases of cancer of 
which 400 were cancer of the tongue, i. e., about 814%. In England 
and Wales, Butlin reports in a total number of deaths from cancer, 
24,443 cases, 550.of cancer of the tongue, 157, cancer of the mouth, 
and 301, cancer of the pharynx. The proportion of males to females 
was as 267 to 49. This proportion is further elaborated in the 
tables of Jessett, Whitehead, Barker, Gurlt, Czerny, Kocher, Paget 
and Bruns. 

Organs Involved ; the Character and Frequency of the Neoplasms. 
Of the special organs of the mouth and pharyngeal cavity and the 
frequency of their involvement by malignant neoplasms, we name 
in order, the tongue, faucial tonsil, uvula, soft palate and lingual 
tonsil. 

The Tongue. Cancer of the tongue occurs at the rate of one in 
every forty cases of carcinoma. It is gratifying to note that with 
the introduction of more radical forms of operation and promptness 
in recognition of this neoplasm that the per cent of cures following 
radical extirpation has increased from 8% prior to 1885, to 32% 
since then, as indicated in the statistics of Butlin, Whitehead, Kocher 
and Kroenlein. 

Billroth states that epithelioma is the only type of malignant tumor 
that attacks the tongue primarily. There are, however, several well- 
authenticated cases of sarcoma reported in the last decade. Butlin 
records a case of small round-celled sarcoma in a man of forty, 
without previous syphilis. Dunham reports a case of large-celled 
sarcoma of the tongue in an habitual smoker of 61. Barling in 1896 
operated on a case of small round-celled sarcoma, and patient was 
alive 31% vears after operation. 

Butlin divides sarcoma of the tongue into three classes: (a) 
Sarcoma « 


f a relatively benign character, arising in the muscular 
substance of the tongue, causing a smooth elevation of one or both 
sides, without glandular enlargement. 

(b) Malignant sarcoma involving glands, recurring and requir- 
ing more than one operation; ‘or recurring and spreading to the 
glands in the neck, ultimately terminating fatally. These are mi- 
croscopically usually of the spindle-cell variety. 

(c) Small round-celled sarcoma or lympho-sarcoma, at the base 
of the tongue, always followed by recurrence, no matter how ex- 
tensive the operation. 
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(b) Faucial Tonsil. Primary carcinoma of the fauces and 
especially of the faucial tonsil, is exceedingly infrequent. Gurlt re- 
ports but six cases of primary cancer of the tonsil, in a total of 11,131 
cases of cancer. About 125 authentic cases of carcinoma of the ton- 
sil have been thus far reported. 

Differential Diagnosis. The determination of a primary imalig- 
nant growth located in the faucial tissues, requires minute and care- 
ful diagnosis and in a number of reported cases, has proven almost 
as difficult a problem as the question of the substantiation of primary 
tuberculosis of the larynx. Because of the rapid infiltration and in- 
vasion of adjacent tissues, diagnosis of primary neoplasms of the 
faucial tonsil must be made in the early development of the growth. 
Microscopic examination of the suspected growth should be made at 
the earliest possible opportunity, and it should be here observed that 
it is often a matter of extreme difficulty to the pathologist, to differ- 
entiate a syphiloma in the stage of an ulcerated, broken down gum- 
ma, from carcinoma, or even round-celled sarcoma of the tonsil, 
especially is this true if the secticn is taken after ulceration has de- 
veloped. In removing a portion of the growth for microscopic ex- 
amination, this fact should be borne in mind, and the section should 
not include the ulcerated portion. 

Carcinomatous invasion is so rapid, that unless a case is seen early, 
all of the tissues of the pharynx and the lymphatic areas of the neck 
may be involved, and the original site of the primary neoplasm will 
be determined with much difficulty. The entire course of a carcino- 
matous invasion of the pharynx has been variously estimated from 
inception to death, at from six to twenty months. The following 
picture of the development of carcinoma of the faucial tonsil, is 
graphically described by Gibb—‘The tonsil first presents a dark 
red appearance, with a grayish-white spot in the center. The velum, 
posterior wall of pharynx and all surrounding tissues of the affected 
side are hyperemic. The growth of this projecting mass is exceed- 
ingly rapid; within a month it exceeds the confines of the tonsil, 
and spreads, cauliflower-like, over the surrounding tissue. At this 
period there is no ulceration, though there is excessive vascularity. 
How unlike syphilis, with which it is most likely to be confounded.” 

“Within three months, ulceration of the surface of the mass takes 
place. This process is peculiar and characteristic. The ulcer is not 
deep, causing a gouged-out appearance of the mucous membrane as 
in other ulcerative diseases. It seems like a destruction, first, of the 
most prominent portion of the growth, and breaking down of the 
adjoining tissues. As fast as the tissues or the margin of the growth 
melt away, the disease spreads over the part. While there is un- 
doubtedly a loss of normal tissue, the appearance presented is a sub- 
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stitution of an abnormal tissue in excessive quantity, in place of the 
normal tissue. The growth spreads rapidly to the surrounding tis- 
sues, ignoring anatomical boundaries, and attacking everything in 
its way. It very early involves the velum and the posterior pharyn- 
geal wall, extending upwards into the naso-pharynx, and downwards, 
involving the sides of the tongue and the inner surface of the jaw. 
The destruction and discharge of the dead tissue is accompanied by 
a more or less free secretion, and a very disgusting and penetrating 
odor.” 

Sarcoma of the tonsil is not as infrequent as carcinoma. Arslan 
in a collected series of 110 cases of neoplasms of the faucial tonsil, 
regards sarcomata as the most frequent of the malignant types. The 
round-celled or lympho-sarcoma is the microscopic form most fre- 
quently encountered. It is the round-celled sarcoma of the tonsil 
which may be so readily mistaken for carcinoma, or sometimes for 
benign infiltration and repair tissue even by careful microscopic ex- 
amination. 

In the early stage of development, sarcoma of the tonsil may closely 
resemble a simple hypertrophy of this tissue. The rapidity of 
growth, the characteristic lancinating pain and unilateral involve- 
ment, will soon afford an easy differentiation from simple hyper- 
trophy. Macroscopically, there is also a homogeneous surface ap- 
pearance of the tonsil, with obliteration of the lacunz. 

Being of the connective tissue type, sarcoma has not the same 
tendency to rapid invasion of the adjacent tissues as is so charac- 
teristic of carcinoma. When ulceration has begun, the macroscopic 
differentiation between sarcoma and carcinoma is extremely diffi- 
cult. If seen in the ulcerative stage, carcinoma or sarcoma of the 
tonsil may be mistaken for syphiloma. Even the microscopic ap- 
pearance of syphiloma with its round-ceiled infiltration, closely re- 
sembles sarcoma or carcinoma of the tonsil in the ulcerative. stage. 
If there is the slightest doubt of a definite diagnosis, as between ma- 
lignancy and syphilis, it is conservative and rational to order early 
anti-syphilitic therapy. 

Lupus, though of exceedingly rare occurrence in the pharynx, may 
be mistaken for these several malignant neoplasms. Clinically, lupus 
is a slowly-developing process, and usually associated with corres- 
ponding lesions of the skin. The pathological process in lupus con- 
sists of a breaking down and absorption of tissue with little or no 
ulceration, rather than of intense hyperplasia, rapid destruction and 
vicious ulceration. Another important differential factor, is the role 
of the lymphatic system. In sarcoma there is a tendency to limita- 
tion of the growth to the connective tissues of the organ which is 
attacked, and a comparatively slow involvement of the lymphatics. 
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In carcinoma, the entire system of lymphatic glands of the head 
and neck are most rapidly included in the development of the growth. 

Tuberculosis of the pharynx might also be mentioned as an_ul- 
cerative lesion to be considered in differential diagnosis. Primary 
tuberculosis of the pharynx is an exceedingly rare condition, and 
is characterized by a shallow ulceration, with viscid muco-purulent 
secretion. Such an ulcer does not penetrate deeply into the tissues, 
confining itself to the mucous membrane, and showing ill-defined 
margins. Pulmonary and laryngeal manifestations of tuberculosis 
soon become evident; the typical hyperpyrexia is present, and the 
diagnosis is microscopically substantiated by the presence of giant 
cells and tubercle bacilli in the lesion, and tubercle bacilli in the 
sputum. 

(c) Soft Palate and Uvula. The development of primary epithe- 
lioma of the uvula is of very rare occurrence, Lennox Browne reports 
but one case of such a neoplasm occurring in this location. Walker 
Downie also reports a case of primary epithelioma of the uvula, the 
growth involving only the uvula and the free portion of the soft 
palate. Removal was successfully effected under local anesthesia, 
and no recurrence has been reported in about two years. As the 
uvula is not so intimately connected with lymphatic tissues as are the 
faucial area, a free excision of such a neoplasm if promptly done, 
offers a more favorable prognosis. 

Oppenheimer reports a case of primary epithelioma of the uvula, 
of typical microscopic character. In each of the three cases here 
reported, the patients were males, respectively of 48, 56 and 81 
years of age. ; 

Carcinoma of the uvula or soft palate has its origin in the muci- 
parous glands found in this tissue. Carcinoma of the soft palate is 
usually primary, and in many cases, limited to the soft palate, al- 
though occasionally, late in the disease, it does extend to the adja- 
cent structures. Braden Kyle states that, “A peculiarity of carci- 
noma in this location is that on its removal, there is an early re- 
currence.” This is scarcely substantiated by the cases above cited, 
of primary epithelioma of the uvula. If the tendency of carcinoma 
to spread depends much on the location of the invasion and on the 
proximity. of tissue favoring rapid cell proliferation, it is reasonable 
to conclude that where glandular and lymphatic elements are least 
numerous and where it has been clinically observed that the spread 
of the growth is less rapid as is the case in carcinoma of the soft 
palate and uvula, it seems but a rational conclusion that a recurrence 
after a radical removal of epithelioma would-be less frequent. Sur- 
gically, it is also much easier.to remove malignant tissue of the soft 
palate, than similar tissue involving the lateral areas of the pharynx. 
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An important pathological question which is occasionally encoun- 
tered in neoplasms of the soft palate is a transition of an apparently 
benign growth to that of a malignant type. Melville Black reports 
an unusually large papillomata of the soft palate 1n a girl of eleven 
years of age, the mass nearly filling the opened mouth. The growth 
was removed and recurred one month later.’ There were constant 
recurrences in spite of frequent removal, the actual cautery, injec- 
tions of formalin solution and application of lactic acid. Within 
three months after the first microscopic examination, the pathologist 
reported the neoplasm to be a large round-celled sarcoma. 

[ offer a preliminary report herewith, of a case from my private 
practice, occurring during the past month: E. A., age 45 years, a 
man of unusually good health and habits, was operated for a carti- 
laginous spur of the nasal septum. I casually observed a small 
growth about one-half c. m., in diameter, pear-shaped and peduncu- 
lated, attached to the free border of the soft palate, right side, half 
way between the edge of the uvula and posterior pillar of the fauces. 
The growth had been present for twenty years, and had never caused 
the patient the slightest discomfort. Nevertheless, I urged its re- 
moval because I thought it did not belong there. Microscopic exami- 
nation revealed a papilloma with suspicious round-cell infiltration. I 
am not ready to discuss the microscopic pathology of this specimen 
until a more careful examination has been made, and the opinion 
of other pathologists has been given. It is possible that here too we 
are dealing with a papilloma of the soft palate, slowly undergoing 
some form of malignant degeneration. This raises the important 
question: “Does undue or unnecessary interference, either of surgi- 
cal form or chemical, electric or actual cautery predispose to more 
rapid development or even recurrence of such a neoplasm? Or, as 
has been generally admitted that mechanical irritation or even the ir- 
ritation of ulceration and cicatrization of a tissue may actually cause 
the development of a malignant growth, is it possible that our zeal 
and energy in surgery may actually be responsible for the creation 
of a carcinomatous or sarcomatous lesion in a tissue which showed 
no absolute evidence of its existence?” 

Therapy. There are but two courses of treatment open for con- 
sideration at the present time. 1. The X-Ray and Radium treat- 
ment. 2. The radical operative removal. 

The X-Ray and Radium therapy is still so much in the experi- 
mental stage, that definite results can not yet be recorded. If the 
brilliant possibilities for the use of such a therapy be realized and 
the numerous preliminary reports of remarkable improvements and 
cures can be substantiated, then the X-Ray and Radium light will 


offer us an ideal solution of this grave problem. Until then, we must 
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content ourselves with radical excision and dissection of the involved 
tissues, and of all adjacent structures which threaten metastasis. 
Enucleation of a faucial tonsil alone even in the earliest possible 
stages of malignancy is not sufficient to safeguard the patient against 
recurrence. Crile says, “A mere enucleation of a gland or tissue can 
no longer be regarded as an effective surgical procedure. To insure 
a complete extirpation of a carcinomatous affection, it is necessary 
to remove not only the affected area and its lymphatic glands, but 
also the intervening tissues. The entire anatomical zone in which 
the lymphatic vessels course and in which the glands lie, must be 
removed en masse. For a radical dissection, the arteries, vein and 
nerve are entirely separated, and lie directly on the muscular bed 
without the intervention of any fascia. In all cases, the removal of 
the lymphatic glands and vessels in the region of possible metastases 
should be none the less vigorously done than in cancer of the breast.” 
Here is the opportunity and justification for radical surgery. 
Prognosis. We should be encouraged I think by the records of 
the past two decades, all of which present substantial evidence of the 
cure of a larger percentage of cases of malignant neoplasms in every 
portion of the body. This may properly be credited to the more 
radical forms of operation, and the greater proficiency ia early recog- 
nition of our cases. 











PRIMARY MALIGNANT DISEASE OF THE LARYNX. 
BY CHEVALIER JACKSON, M. D., PITTSBURG, PA, 


Malignant disease of the larynx may be primary or secondary, 
intrinsic or extrinsic, carcinomatous or sarcomatous. If secondary 
it may be extensidnary or metastatic. Extension may be from the 
laryngo-pharynx, oesophagus or lymphatic glands of the neck. 

As to the relative frequency of carcinoma and sarcoma, Bosworth 
found in 334 cases of malignant laryngeal disease reported, 204 
were carcinomata and 130 sarcomata. The ratio in Mackenzie’s 
personal experience was 1 to 10, Schmidt’s, 1 to 25. In all locations. 
Gurlt gives the ratio of 1 to 13. 

Massei tabulated 500 cases of laryngeal neoplasms and found 67 
reported as epitheliomata, 5 as encephaloid carcinomata, 10 as sar- 
comata. 


CARCINOMA. 
ETIOLOGY. 

While it would be wrong to say that we know the cause of car- 
cinoma of the larynx, it would also be wrong to say we know no 
factor in the etiology. We will consider age, sex, heredity, syphilis, 
irritation, and benign neoplasms as possible factors. 

Age. No age is exempt. The youngest patient recorded is by 
Rehn, a child of three years. 

The most susceptible age is certainly the decade from 50 to 60 


years. 

Kraus tabulated the ages of collected cases as follows: 
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Sex. Baratoux’s collection of cases shows that 88% occurred 
in men. Schmidt’s personal experience shows 75%, Gerhardt’s 66%, 
Juraz, 93%, Browne’s 5 males to 1 female, Von Ziemssen’s 4 to 1. Of 
Semon’s 103 cases, 79% were meti. Sex is certainly a factor. 

Heredity. If we acknowledge heredity as a factor in the etiology, 
we can make no distinction between carcinoma, sarcoma, lupus, 
tuberculosis, syphilis and chronic ulcers. For we are almost never 
able to get a history of anything more definite than a “tumor,” a 
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“chronic sore,” etc. If the word “cancer” is given, it may mean 
carcinoma, sarcoma, syphilis, lupus, tuberculosis, or a benign growth 
with or without mixed syphilitic or tubercular infection. 

Syphilis. Browne believes that “syphilis,” by predisposing to 
catarrhal inflammation with hyperplastic deposits, plays an important 
part in the production of both benign and malignant growths. A 
neoplastic lesion in a syphilitic would be considered syphilitic until 
proven otherwise. Specific treatment in such a case might help 
the malignant growth temporarily, but, if pushed, eventually a point 
of no further retrogression will be reached, and then the growth 
will again advance. The writer has seen three such cases. In all 
a complete specific history was obtained. All temporarily improved 
under mixed treatment for a time, then ceased to improve and 
ultimately all died. In all the extension was beyond the larynx, and 
the extensive adenopathy and extreme asthenia rendered them in- 
operable beyond a palliative tracheotomy. The writer cannot help 
leaning toward the possibility of syphilis being a factor in predispo- 
sition. The coexistence of a malignant neoplasm and syphilis in the 
same or adjoining lesions is a possibility. The writer has seen a 
number of cases that proved so clinically, and they. were not dis- 
proven microscopically. 

Irritation. The part played by irritation in the location, if not in 
the causation of carcinoma, is not altogether agreed upon; but, in 
general, it seems that local irritation may favor the development of 
carcinoma, just as trauma favors sarcoma. There are many argu- 
ments against both of these as factors in etiology and there are 
many cases in which they are not factors. The irritation from 
heavy duty in certain occupations has been considered a factor. 
Those who have to use their voices much, especially in the open air, 
or in a dusty atmosphere, seem to be somewhat more frequently 
attacked than those not so occupied, yet the relatively greater fre- 
quency is very slight.. We have no less an authority than Virchow 
for the statement that “persistent irritation of healthy tissues may 
lead to the formation of heteroplastic growths.” In this connection, 
too, must be considered the fact that he larynx is never at perfect 
rest except for the short lull after expiration, and this only occurs 
in quiet breathing. 

Semon’s cases did not show any preponderance of excessive users 
of the voice. In Pittsburg, chronic laryngitis is exceedingly common, 
especially so in those who use their voices out of doors in all condi- 
tions of the weather, yet malignant disease of the larynx is no more 
frequent than in other large cities with better climate and less 
frequent occurrence of chronic laryngitis. 
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Irritation from the use of tobacco is probably not a factor, except 
possibly when the larynx is involved by extension from a site such as 
the tongue or pharynx, where the irritation of tobacco smoke may 
have originally been a factor in determining the location. 


Benign Neoplasms by undergoing malignant change, spontaneous- 
ly or as a result of incidental or operative irritation, have long been 
supposel to be an etiologic factor. 

Pathologists have claimed that histologic transformation is un- 
proven, while laryngologic clinicians have been equally certain that 
they have seen cases not rarely. It seems plausible that while histo- 
logic tissue transformation is impossible, yet a benign growth may, 
like normal tissues, be the site of a malignant process. 

Semon collected reports of 10,747 cases. Out of this num- 
ber but 45 he admitted could have been possibly a transforma- 
tion from benignity to malignity. In 33° of these there had 
been endolaryngeal operations. If Semon had seen all the 
cases, no one would question the accuracy of these figures, 
But he judged solely from the reports of other observers and threw 
out all that seemed to him doubtful. Now many of these may have 
been poorly, possibly inaccurately reported, for many excellent clini- 
cians are poor writers. Many of the cases may have been wrongly 
excluded. 

Lennox Browne criticises a statistical collection of Semon’s in 
which out of 8216 cases of benign papillomata under treatment, 32 
assumed malignance. Browne’s opinion was that laryngeal benign 
growths are “somewhat especially liable to that change” (i. e., to 
malignancy. ) 

Many competent observers have reported undoubted cases of 
malignarice following partial or complete, removal of laryngeal 
adenomata, angio-myxomata and papillomata. Blanc, Solis Cohen, 
Jarvis, Morelli, Seifert, Seiler, Schnitzen, Browne, Morrel Macken- 
zie, Newman, Jaubr, Schmidt, Neuman and Semon and many others 
have reported such cases. These are all such competent men that 
there seems no room to doubt that either there is a transformation 
from a benign to a malignant growth, or that carcinomata have a pre- 
cancerous stage of a histologically different structure. A precancer- 
ous neoplasm has been recognized elsewhere, and thus would seem 
a possibility in the larynx. 

Personally the writer agrees with Wright, who is a pathologist, 
as well as a laryngologist. Wright’s opinion is that “we must allow 
the possibility of a benign tumor becoming malignant, although the 
strongest microscopical proof must be required to admit of its 
probability in any case.” To this the writer would add that to 
demonstrate the benign nature of any growth it is necessary to ex- 
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cise at least a portion of it all the way down to and including 

healthy tissue, to make sure that there is not a papillomatous or other 

benign proliferation on the surface of a malignant growth. 
PATHOLOGY. 

The pathology is to be taken up by an abler man, so you will be 
spared the writer’s opinions on the subiect. 

SITE. 

The most frequent variety of carcinoma histologically, is the strati- 
fied or squamous-celled form, which outnumbers the alveolar variety 
variously estimated according to different statistics, at from 5 to 
1, to 10 to 1. This is doubtless accounted for by the fact that 
stratified epithelium is most abundant at the most usual site, the place 
of greatest irritation, the glottic boundaries. The next most frequent 
site is also a working part, the epiglottis. Of 103 cases reported 
by Semon, 38 were extrinsic, 55 intrinsic, 10 both intrinsic and ex- 
trinsic. 

Extrinsic. 
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From this it appears that of the extrinsic cases the posterior sur- 
face of the cricoid cartilage, a location greatly exposed to irritation, 
seems the most frequent site. Of the intrinsic cases the most frequent 
site was the vocal cords. ; 

Morrell Mackenzie found 50% of his cases originated in one of 
the vocal bands. Schwartze believes that first the epiglottis and 
then the vocal cords are most frequently attacked. Butlin found 
only 5% of laryngeal cancers were infra-glottic and all authors agree 
that the infraglottic region is singularly exempt. The usual explana- 
tion given is lack of glandular structure in its mucosa, but it seems 
to the writer more plausible that it is protected from irritation more 
than:other locations by the overhanging cords. 

Unfortunately many cases are seen too late to determine the exact 
primary location. The most frequent sites in the writer’s collection 
of cases from the literature are the parts that work the hardest, the 
vocal cords, ventricular bands, epiglottis and ventricle, in the order 
given. Another factor favoring the bands as a site is their richness 
in epithelial tissue. 
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SYMPTOMATOLOGY. 

Dysphonia is a frequent early symptom. 

Hoarseness is usually an early symptom—the very first symptom, 
if the growth is on the cord. ‘If elsewhere, hoarseness will! appear 
as soon as the spreading peri-neoplastic zone of infiltration reaches 
one of the cords. Von Ziemssen, McBride and others report cases. 
where hoarseness preceded by several years the manifestation of 
marked symptoms. It seems to the writer that this must have been 
due to a chronic laryngitis, which, while not an early cancerous 
symptom, may have been a predisposing etiologic factor. 

The writer had a case under treatment at intervals for a chronic 
laryngitis of many years’ duration. After having disappeared, ap- 
parently cured, he returned at the end of a year of freedom from 
symptoms, with an epithelioma as large as a pea on the right cord. 
He said he “had a very bad sample of his old catarrh,” the symptoms 
seeming identical but of increased severity. 

Aphoinia is usually a late symptom, except in the rare cases where 
early ulceration has destroyed both cords, or where infiltration pre- 
vents their approach. 

Cough is often present and severe in the later stages, when the 
cancerous extension has involved the sensory fibres of the superior 
laryngeal nerve. Earlier it is a symptom of variable degree ani 
frequency, but is usually present, though often slight and infrequent, 
as compared with, for instance, tuberculosis. 

The cough, after the patient becomes aphonic, or nearly so, has 
the characteristic brassy sound, a soft roughness without the sharp 
barking of the cough with normal cords. 

Expectoration is usually considerable in amount, with no marked 
characteristics early; later, when the chondrium is imvolved, it will 
be piirulent, sometimes bloody, and may contain necrotic tissue and 
neoplastic fragments. Often it is mostly frothy mucus and saliva. 

Dyspnea is alway present though late, from stenosis due to the 
growth itseli, and its zone of infiltration. In the earlier stages it 
is often present from interference with the mobility of the arytenoid 
articulation or from damage to muscular innervation and often also 
to distortion when stenosis does not seem great. It is, of course, 
very much increased on exertion. 

Hemorrhage is not the constant symptom of carcinoma here that 
it is elsewhere—in the womb, for instance. It sometimes occurs as 
the result of the violence done to the growth in coughing. Often 
there are only streaks in the sputum, or a pinkish discoloration. 

Orthopnea occurs in a certain proportion of cases. In one case 
of the writer’s the reverse was the case. 
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Pain is a somewhat constant symptom. In many cases it is not 
complained of in the larynx so much as in the ear. In other cases 
it is referred to the base of the tongue and to the pharynx, or it may 
radiate to sub-maxillary and cervical glands. In still other cases 
it may be altogether absent, or at least until very late in the dis- 
case. The characteristic lancinating pain of carcinoma elsewhere is 
not very frequently present. Often an early symptom is rather a 
sense of constriction or discomfort, worse after the use of the voice, 
which fatigues readily. Tenderness on pressure over the larynx 
externally is sometimes present, though never very early. 

Dysphagia and Odynphagia are present early in the extrinsic form, 
especially if the epiglottis is involved. In the intrinsic form it 
occurs only after neoplastic extension into the extrinsic area, or, as 
in a case of the writer’s, backward into the cesophagus by a perfora- 
tion below the interarytenoid space, which was left intact. Involve- 
ment of the epiglottis is usually accompanied by severe odynphagia. 

Fetor of a peculiar type is a usual symptom, when ulceration is 
present. 

Cachexia is a late symptom, though often earlier than in malignant 
disease elsewhere on account of interference with respiration and 
deglutition. 

Laryngoscopic Appearances. Paralysis of a cord may be an early 
symptom from involvement of the recurrent nerve posterior to the 
cricoid cartilage by a malignant growth, before any intra-laryngeal 
protrusion can be made out, or the paralysis may occur later in the 
ulcerative stage from pressure of enlarged infected tracheal lym- 
phatics upon the recurrent nerve. Or hyperplasia may fix the cord 
by hindering the mobility of the arytenoid cartilage, or of its actuat- 
ing muscles. Early distortion from infiltration is a characteristic. 

The first appearance of the growth may be as a snow-white, a 
dirty gray, or a pinkish, or, rarely, a reddish wart or elevation on 
one cord. The cord is often congested and sluggish in motion, later 
there is usually posterior extension of the growth, a characteristic of 
malignancy. Or the first examination may reveal a large warty- 
looking mass, concealing one cord, or there may be a warty fringe 
along the margin of one cord. The lesion may be multiple, though 
this is not common. In some cases the growth may originate in the 
ventricle where it remains concealed for a considerable time by the 
displaced ventricular band and ary-epiglottic fold. It later over- 
hangs the cord in a way that deceives the observer into thinking 
that it originates on the cord. In many cases laryngoscopic exami- 
nation will reveal only a scarcely defined thickening of the mucosa. 
In other cases it will be seen as an ulcer, usually with a raised 
sloughing surface covered with pus and frothy secretion. Pus will 
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be more plentiful if the chondrium be involved. There is often an 
appearance to a carcinoma of the mucosa of the air passages that is 
characteristic, yet difficult to describe. . It often has in its later stages 
a white, warty, horny appearance, with pointed eminences. In the 
early stages and in some cases the ulcerative states do not have this 
appearance, but when present it is distinctive to one who has seen 
it a number of times. No benign growth has this same appearance, 
though from this inadequate description the picture cannot be rea- 
lized sufficiently to recognize it. 

In many cases, especially in dispensary practice, and in private 
patients from remote country districts, when first presenting them- 
selves for examination, it will be found that the whole interior of 
the larynx is filled with an irregular ulcerating mass or several 
masses. Down between the general conglomeration will be seen 
an irregular slot or chink which opens slightly on inspiration, but 
looks as though it might close up at any time. Some portions of 
the non-ulcerated mucosa may look pale and edematous. The laryn- 
goscopic appearance must not be relied upon to indicate the extent 
of the cancerous involvement. The writer three years ago did a 
thyrotomy for what appeared to be a pea-sized epithelioma of the 
right ventricular band. When the larynx was opened the entire 
right side was found infiltrated and a hemi-laryngectomy had to be 
done. Similar experiences are reported by nearly all observers. 

DIAGNOSIS. 

Butlin stated in 1895, at a meeting of the British Medical As- 
sociation (Laryngologic Section) that “We must admit that there 
are three classes of cases: the first in which anyone and everyone 
can make a diagnosis; the second, in which the better instructed and 
more experienced can make it, and others do not; and the third class, 
in which the conditions are so obscure that no one can make a diag- 
nosis unless the larynx is opened, and in some of which it is even 
then difficult to say what the nature of the disease is.” This is cer- 
tainly true, but it is also true that the latter class of cases is exceed- 
ingly small if we are allowed to exclude syphilis by the therapeutic 
test. 

Palpation will in the later stages, yield evidence of cartilaginous 
involvement, by a thickened bulging sensation conveyed to the finger 
passed over the lateral aspect of the thyroid cartilage. Later in the 
same location will be noted evidence of the destruction of the cartilage 
shown by a yielding of the wall normally rigid, or by a sensation 
similar to crepitus. 

Fetor of the breath is diagnostic of malignant disease, if the diag- 
nostician’s olfactories are sensitive and educated to the niceties of 
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odoriferous distinctions. There is a “cancerous” odor to the breath 
more distinct and unmistakable than that of diphtheria or typhoid 
fever. 

Cachexia is a late symptom, and is similar to the same state in 
malignant disease elsewhere. 

Age is helpful in the diagnosis of carcinoma. True, we can never 
positively exclude carcinoma in the earlier years of life, yet any 
growth or ulceration not syphilitic or tubercular in a patient past 49 
years of age is nine out of ten times carcinomatous. 

Adenopathy. Anatomists and pathologists do not seem to have 
decided positively the course of the intrinsic laryngeal lymphatics. 
Clinically we know that glandular involvement depends largely upon 
the site. Intrinsic carcinoma involves the deep cervical glands, but 
not the superficial ones until the process extends beyond the intrinsic 
area, by which is meant the region of the vocal cords, ventricular 
bands, ventricles and subglottic space. The involvement of the 
deep cervical glands probably is co-incident with the onset of ulcera- 
tion, but it is always difficult to make out in the very stout. In thin 
or emaciated persons the skilled touch will make out a palpable 
swelling due to the pushing outward of the tissues overlying the 
deep glands. In intrinsic malignant disease, the glands along the 
trachea are involved and in combined extrinsic and intrinsic in- 
volvement, the glands at the corner of the hyoid bone may be pal- 
pable. 

Adenopathy if present may mean malignant disease, syphilis or 
tuberculosis. In syphilis the superficial and the posterior cervical 
glands will also be enlarged. Tubercular adenopathy will usually 
include glands too high to be infected from a laryngeal cancer. If 
no adenopathy can be made out even deep along the trachea and the 
cesophagus, it does not exclude carcinoma, even if the growth be 
ulcerating. It has been claimed that neither syphilis nor tubercu- 
losis affect the lymphatics at the cornu of the hyoid bone while car- 
cinoma of the larynx usually does: This has not been demonstrated 
in any of the writer’s carcinoma cases. 

Cachexia. The facies and complexion of the cachexia of malig- 
nant disease are quite different from those of tuberculosis. Cachexia 
is quite a reliable factor in diagnosis, but it is not of great value 
because it appears late, when there is generally little or no doubt as 
to the diagnosis, and when it is hopelessly late for operation. What 
we need is an early diagnostic sign. 

Pain is absent in syphilis, present in carcinoma and tuberculosis. 
Occasionally it is of the lancinating kind pecukar to carcinoma. A 
pain in the throat radiating to the ears, or a stabbing pain in the 
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ears, in a case with normal drumheads, tubes and nasopharynx, is 
sufficient grounds to suspect a laryngeal lesion, tubercular or more 
often malignant. It is usually an early sign. 

Duration is sometimes an aid to diagnosis. A gumnma usually 
breaks down rapidly, and often a few. weeks is sufficient for very 
extensive destruction. When we encounter a case where the larynx 
is a conglomeration of ulcerated swollen nodular pus-covered masses, 
and the patient tells us he was perfectly well with a clear voice a 
few weeks before, we may safely set it down to syphilis. But the 
converse cannot always be applied, especially in the negro race. In 
them the progress of tertiary laryngeal syphilis is often surprisingly 
slow. Another point of value is that if along with extensive intrinsic 
involvement, the epiglottis has a separate patch or patches along its 
free margin, we may usually with safety exclude malignancy. Oc- 
casionally tuberculosis may do this, but usually it is syphilitic. 

Early hoarseness and deformity point to the infiltration of malig- 
nancy. 

Paralysis of a cord with the presence of an intra-laryngeal lesion, 
and with no other traceable cause, should always lead us to suspect 
malignancy, and especially carcinoma. 

Malignant laryngeal growths will have to be distinguished from 
syphilis, perichondritis, lupus, tuberculosis, chronic laryngitis, blood 
clots and hemorrhagic spots, pachydermia, eversion of the laryngeal 
ventricle, and benign growths. 

The laryngoscopic appearances are of great value after a rumber 
of these cases have been seen, but to the inexperienced the diagnosis 
is difficult. The eminent gentlemen present will agree that to them 
the diagnosis of malignancy is usually made at the first laryngoscopic 
examination, afterward verified in almost every instance by the 
microscope. 

Syphilis. Where there is extensive ulceration without the dis- 
tinct carcinomatous masses, syphilis and tuberculosis cannot be posi- 
tively excluded. Sometimes, indeed, either of these diseases may 
coexist. The writer had one case in which he is certain all three ex- 
isted. The patient, a man of 52, had a family history of tuberculosis, 
a history of a primary luetic lesion 3 years before, followed by well 
marked secondaries, and had at first examination a4 gumma of the 
septum. The larynx was in the ulcerative stage, formerly so often 
seen in tertiary laryngeal manifestations, the respiratory chink be- 
ing narrowed to an oblique slot. Fungating masses protruded from 
the ulcers, but not sufficiently to completely occlude the laryngeal 
lumen. The neck was full of enlarged hard lymphatic glands. 
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The color was bright red between the patches, but the epiglottis 
was very pale. The writer considered the diagnosis of laryngeal 
syphilis with perichondritis indisputable, and the patient was put 
upon vigorous mixed treatment by his family physician, Dr. Blum- 
berg. There was a marked improvement in the laryngoscopic ap- 
pearances. The ulceration began to cicatrize and the fungations 
to disappear. This kept up until the complete resolution of the 
whole larynx seemed assured, the only remaining lesion being a 
fungous, warty-looking mass on the left cord and filling the left 
ventricle flush with the ventricular band which was still swollen. 
Here all improvement stubbornly stopped, and overwhelming doses 
of potassium iodide with hydrargyrum to full tolerance, for two 
months, had no effect on the growth, which began slowly to increase 
in size. The general health was failing more rapidly than before, 
so that the iodides were stopped. In consultation with Dr. Blum- 
berg he maintained that as three brothers, two sisters, a mother and 
two maternal uncles had died of tubérculosis, the remaining lesion 
was probably tubercular, though the lungs even to the left apex 
were clear to his examination. The writer maintained that it was 
an epithelioma. The sequel proved us both right. Repeated ex- 
aminations of the sputum by Dr. Matson showed tubercle bacilli. 
The writer was now disposed to give up his opinion of malignancy, 
but on the urging of Dr. Blumberg he took a specimen endo-laryn- 
geally which proved it beyond doubt an epithelioma. An external 
radical operation was absolutely refused. The family could not be 
convinced that it was not what they called a “Consumption of the 
lungs,’ of which’ they had already seen so much in their family. 
Being thoroughly imbued with the idea that if they had only gotten 
their tubercular relatives to Arizona earlier they would have been 
saved, they dragged the victim westward, in spite of the earnest 
advice of Dr. Blumberg and the writer. He died in Arizona ap- 
parently of suffocation from laryngeal stenosis, without lung dis- 
ease. So great an authority as Moritz Schmidt writes that syphilis 
may be excluded by ten grains of potassium iodide thrice daily. To 
this the writer wishes to dissent. Three doses of sixty grains each 
daily, will be required, and with this a quarter grain of the hydrargy- 
rum biniodide, and the treatment, whether improvement follow or 
not, will require to be kept up for at least a month. If improvement 
follow it will have to be kept up a long time to see whether the im- 
provement continues. Often temporary improvement will follow 
in a malignant growth, but it will not continue to improve. Oc- 
casionally potassium iodide will cause acute oedema in specific, ma- 
lignant, and tubercular laryngeal disease. “The writer has seven 
times had to do a tracheotomy for stenosis due to this cause. In 
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each case the cedema subsided after stopping the drug, recurred 
slightly on its resumption, but finally disappeared under its continu- 
ance, whether a specific case or not. Duration is of value. If the 
disease have continued for a year and there is little breaking down, 
it is not syphilis. This does not apply to the negro in whom syph- 
ilitic lesions may run a slow course. In one case seen in consulta- 
tion with Dr. Stucky the disease had lasted two years. Dr. Stucky 
regarded this as not unusual. ; 

It will be well to remember that a syphilitic condyloma may ap- 
pear in five or six months, which is too early to look for a gumma. 
A condyloma will be a shallower ulcer than occurs in the later 
gumma. 

There is one syphilitic condition that will not yield to any dosage 
or duration of anti-syphilitic treatment. That is the rather rare 
tertiary fibroid degeneration of the larynx, which often goes on to 
stenosis and tracheotomy. If an ulceration be super-imposed on the 
fibrosis, the diagnosis becomes still more difficult. Fortunately for 
our diagnosis, this condition of fibroid degeneration never occurs 
without previous secondary and usually,also tertiary manifestations, 
the history of which the patient will not conceal, though he may 
deny syphilis. 

Perichondritis, syphilitic, or of other etiology, often simulates 
malignant disease especially that of the ventricle of Morgani. 

Lupus, as distinguished from ordinary tuberculosis, is usually 
found only in youth, and rarely if ever occurs in the larynx without 
first appearing in the pharynx or the skin of the face. Cachexia, 
pain, and infiltration are absent in lupus, and the ulceration pro- 
ceeds more slowly and is followed at some points by cicatrization. 

Tubercular laryngitis is usually distinguished by the paler, or 
yellow gray, or mottled, appearance of the mucosa, by the uniformly 
swollen “turban” epiglottis, clubbed arytenoids, interarytenoid swell- 
ing, diffused thickening and (later) the flat, small, irregular indolent 
ulcers without areole; by the pyrexia, anorexia, hectic flush, and 
cough, the microscopic findings of bacilli, giant cells and fragments 
of lung tissue, and the physical signs of lung involvement. In pri- 
mary laryngeal tuberculosis without lung involvement, a rare thing, 
there will usually be tubercle bacilli in the sputum, though the writer 
has had three cases in which bacilli never could be found until the 
lungs became involved, which happened (or was found to have 
happened) in six, eight and ten months, respectively. It would 
be very unlikely that lung infection could be postponed much over 
a year. So that if our patient has had his laryngeal trouble for more 
than a year and the lungs are still sound, the writer would exclude 
tuberculosis- In a larynx the seat of a diffuse swelling of the epi- 
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glottis, both arytenoids and both aryteno-epiglottic folds, the swell- 
ing being too dense to be an edema, and excluding syphilis by test, 
he would say that the process was tubercular. If tubercle bacilli 
were found, it would be confirmatory, but, with normal lungs, the 
failure to find bacilli in the sputum does not exclude laryngeal tuber- 
culosis. A pallid non-inflammatory mucosa is also corroborative. 
The fact must not be lost sight of that it is by no means impossible 
for a consumptive to have a laryngeal carcinoma, or for a carcinoma 
case to have tuberculosis. 

The tuberculin test is reliable, but too dangerous for use in human 
beings. 

Chronic Laryngitis is at times attended with considerable thicken- 
ing and deformity, but this only appears after a long continued ir- 
flammation, the history of which will distinguish. There will usuaily 
be an absence of lancinating pain and always an absence-of deep 
ulceration, cachexia and adenopathy, while the inflammation and 
thickening are always diffused, and there is a marked absence of 
infiltration and deformity. 

Blood clots and hemorrhagic spots. Sir Felix Semon reports 
three cases in which blood clots and tumefaction from interstitial 
hemorrhage simulated (in one case for three months) a neoplasin. 
In this case the clot was coughed out, but in one of the other cases, 
a thyrotomy was done under a mistaken diagnosis. 

Prolapse or eversion of the laryngeal ventricle, as pointed out by 
Moxon, Morrell MacKenzie and later by Lefferts and Jones, might 
be mistaken for a malignant neoplasm, but the history should clear 
the matter. 

Pachydermia. Were it not for the possibility of a unilateral 
pachydermia, any case of warty tumor of the cords with a tendency 
to extension backward toward the arytenoids might with safety 
always be said to be malignant, and this would be an early diag- 
nosis. Pachydermia may be excluded easily when it is bilateral, 
as it is then always neatly symmetrical. Interarytenoid pachyder- 
mia due to chronic laryngitis, tuberculosis and syphilis, are differ- 
entiated from a malignant growth by the suggestions given under 
those heads. 

Exochondroma and benign growths should be removed anyway, 
so that an exploratory thyrotomy is justified; then a more or less 
radical extirpation could be determined upon when the benign or 
malignant nature was determined. 

Excluding tuberculoma and syphiloma, an error of clinical diag- 
nosis will seldom be in attributing innocence to malignant neoplasms ; 
more frequently it will be in attributing malignity to benign growths. 
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Fixation of the involved cord, showing deep infiltration is often 
of value as indicating malignancy. Size without infiltration points 
to benignity. Deformity also due to infiltration likewise points to 
malignancy. ; 

Age is of value here. Benign neoplasms are rare after middle life, 
while that is the usual period for malignant growths, especially for 
carcinoma. We must not exclude carcinoma because of youth, but 
if the patient is past 40 years, a little corroboration by other diag- 
nostic peints will establish a correct diagnosis of malignancy with 
the chances ten to one in favor of carcinoma. 

Glandular enlargement will be of value if found in excluding 
benignity. It does not occur before the stage of ulceration; and is 
only marked in extrinsic malignant disease, in which cases the 
cervical or sub-maxillary glands may be palpable. If intrinsic, the 
adenopathy will be later and limited to the deep glands, especially 
those along the trachea. In many cases benign growths will not be 
surrounded by a red zone of inflammation, while malignant growths 
usually are. This is often a guide, but it is also often misleading. 

The- microscope will be the final arbiter in many cases. When 
negative it should be repeated a number of times, and if repeatedly 
negative, in spite of clinical evidence cf malignancy, the writer 
would rely on his clinical diagnosis. If the histologist’s report be 
positive in carcinoma especially a case of stratified epithelioma, it 
is to be relied upon in the face of any early clinical evidence. A 
positive report of sarcoma is not so’ reliable. The histologist’s nega- 
tive report to be of any value must be made upon a specimen clear 
through the growth down to and including some healthy tissue. This 
it'is not always possible to get endo-laryngeally, and is not always 
safe unless the patient be watched. After taking such a specimen, 
the writer prefers to have the patient in a hospital where he can be 
watched for a day or two. In one case this was justified by threat- 
ened asphyxia from acute stenotic edema requiring tracheotomy. 
It would seem to the writer needless and harmful to take a specimen 
for microscopic examination unless the patient has consented to have 
a radical external operation in the event of its proving malignant. 

When the writer looks into the larynx of a man who is past 40 
years of age, who has*had hoarseness or aphonia of more than a few 
weeks’ duration and pain in the larynx radiating to the ears—when 
under these circumstances the writer finds cordal fixation, and ex- 
cessive frothy saliva, a warty growth, or evén a bulging of the 
mucosa, or an ulcer, and having a “cancer breath,” he considers 
the case one of probable carcinoma, but waits only to exclude syphi- 
lis, tuberculosis and lupus before advising an operation, if opera- 
ble. 
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Finally the writer would urge that it is wrong in doubtful cases 
to wait until a positive diagnosis can be made. It will then have 
extended farther than the laryngoscope will have revealed, and may 
then be inoperable. In suspected malignancy an exploratory thy- 
rotomy is always justifiable. The appearance and the infiltration 
will then usually render the diagnosis certain. 


PROGNOSIS. 


The prognosis as to termination, is, of course, utterly hopeless if 
untreated, whether extrinsic or intrinsic. Extrinsic cancer is of 
more unfavorable prognosis, even with operation, unless done very 
‘early,,on account of lymphatic involvement. Intrinsic cancer ex- 
tends slower, and is later in infecting the lymphatics, yet not so late 
that a week’s delay should be risked, and not so late as many have 
claimed. 

The prognosis as to termination depends on whether extrinsic or 
intrinsic, and on the earliness of operation. In a case of intrinsic 
malignant disease operated in the very first stages, the prognosis is 
good. Semon reports 15 (85%) cures out of 18 thyrotomies for 
undoubted malignant disease of the larynx. This is certainly better 
results than are obtained anywhere else in the body unless it be intra- 
ocular growths. The prognosis of early externally operated intrinsic 
laryngeal neoplasms is better than that of the same lesions anywhere 
else in the body. 

When death occurs without operation, it may be by asthenia, in- 
anition, asphyxia, hemorrhage, or septic pneumonia. 

The prognosis as to surviving the operation, (especially in the 
writer’s cases) has seemed to depend not a little on the stolidity, 
temperament, and the will power of the patient. One apparently 
hopeless case with extensive extrinsic disease and glandular involve- 
ment in which the writer did a successful total laryngectomy with 
glandular dissection, said after the writer’s unfavorable advice: 
“This cancer that is eating into my vitals has got to come out if I 
die in the attempt. If you won’t do it for me, I will get some one 
else to do it.”” This courage and determination seemed to be a factor 
in carrying him through the operation and a two weeks’ convales- 
cence. He acquired a very imperfect buccal speech, but could make 
a loud clucking sound by cleaving his tongue to the roof of his 
mouth by a muscular exhaustion of air, and then jerking his tongue 
down with a snap. This clucking was loud enough to be heard 150 
feet away, and with it to urge his horses, he followed his occupa- 
tion of teamster for 13 months, when he was taken ill with a carci- 
noma of the liver, from which he died within a few days of two 
years after the laryngectomy, at the site of which there had beex 
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no recurrence. This man insisted that he felt perfectly well the 
next day after the operation, insisted on getting up then, but was 
not allowed to until the third day. The fourth day he walked about. 
He swallowed liquids the day after the operation, semi-solids the 
third day, and at the end of a week was on a general diet. The 
wound was healed on the 20th day. Some other cases which from 
every physical point of view should have done as well, seemed to 
drift into hopeless apathy, without pyrexia, shock, sepsis, inanition or 
other tangible cause. The temperamental factor, then, is always to 
be taken into account in prognosis. 

Duration. Gluck, in speaking of the duration of the develop- 
ment of cancer of the larynx and pharynx, states that he has known 
of cases that were under treatment for ten years before the diagnosis 
became manifest. The present writer presumes this must have been 
some pre-cancerous condition, possibly chronic catarrhal laryngitis. 

In general it may be said that without operation an average dura- 
tion of two years from the onset is figured from comprehensive 
statistics. Endo-laryngeal operation and any partial extirpation, 
even the taking of a specimen, have all been considered as hastening 
a fatal issue. Tracheotomy may assist in prolonging life to three 
or rarely four years. There is often a considerable temporary, retro- 
gression in the growth after tracheotomy. 

Recurrence. Repullulation of an imperfectly eradicated growth 
is, of course, certain. Recurrence after a more or less thoroughly 
done radical operation varies from 15% to 100% in different statis- 
tics by different authors. Unfortunately, statistics are so mixed 
with cases badly selected for the particular operation, with inopera- 
ble cases operated, with unskilled operations, that they are not a 
reliable criterion of liability to recurrence. Ass before stated, Semon 
had only 15% of recurrences after thyrotomy. 

If the same process recurs in the scar, it may be due to infection 
at the operation, or failure to eradicate the infection. There is no 
question as to the possibility of the infection remaining latent for a 
long time for we know that tubercular infections do, and surgeons 
sometimes see infection remain latent for ‘a considerable period in 
glands infected by a carcinoma which has been removed. 

Undoubtedly a number of cases of extrinsic carcinoma of the 
larynx and many intrinsic cases have been cured. A great diversity 
of opinion exists as to the length of time that should elapse before 
the werd “cure” should be applied. Some claim that three years 
should elapse. Others, among tliem Semon, claim that a year is 
sufficient. It seems to the writer that a distinction should be made 
between recurrences in the scar and recurrences in a previously un- 
involved location. We cannot make our cases of laryngeal malig- 
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nant neoplasm better than well. They originally had a healthy 
larynx, yet a malignant disease appeared therein. How can we pre- 
vent its appearance after an operation. in the remaining healthy 
mucosa? One attack does not protect against another as with the 
exanthemata. If a malignant disease showed a predilection for the 
larynx, on one side of which it develops, and we remove the growth 
along with that entire side of the larynx, how can we be expected to 
prevent that original laryngeal predilection resulting in a malignant 
focus originating in the other previously healthy side of the larynx, 
as it did in the first side? If no growth appears within a year, it 
certainly cannot be justly considered otherwise than a cure. If a 
malignant disease starts elsewhere than in the scar, or in the tribu- 
tary lymphatics, it can have no more relation to the previous attack 
than an attack of rheumatic iritis could have to a rheumatic iritis 
occurring in the same patient a year previously. Would not the 
ophthalmologist be justified in asserting that he had cured the iritis 
in the first instance? While the writer admits that the analogy is not 
perfect, he contends that the laryngologist whose patient remains 
free from a recurreiice for one year after a thyrotomy or a laryngec- 
tomy, is equally entitled to claim a cure? 

Voice. The prognosis as to voice is not bad in cases involving 
only one side and seen very early. A skillful thyrotomy in such a 
case offers hope that not only life may be saved and a good whispered 
voice be had, but that a rough, rattling phonation, and occasionally 
even a good, serviceable, almost normal voice, may be regained. 
Even at the worst possible, the total laryngectomy, with diversion 
of the trachea into an artificial orifice in the neck, does not neces- 
sarily leave the patient voiceless. The pharyngeal or buccal speech 
by means of swallowed air, (the tracheal air-blast being side-tracked 
into the cervical orifice), of which there are many examples, or the 
naso-tracheal phonetic prothetic apparatus of Gltick—these may 
enable the patient to speak, leaving out of consideration the not al- 
together satisfactory artificial larynx. 

TREATMENT. 

Treatment of malignant disease of the larynx naturally classifies 
itself into palliative and radical measures. 

Palliative measures include the relief of dyspnoea by tracheotomy 
and.the use of anodynes for the relief of pain. Tracheotomy will 
often be followed by marked improvement in the symptoms, proba- 
bly on account of the rest from lack of attempts to use the voice, 
and the rest from the cessation of the irritation of forced respiration 
through the chink past the growth. Phenacetin may relieve for a 


time, but loses its analgesic effect. Unfortunately the derivatives 
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of opium are the only anodynes of use, and these are apt to favor 
a septic pneumonia from the quietus they put upon cough, which is 
nature’s safeguard against pulmonary infection. In hopeless cases 
of course, the use of both opium derivatives and cocaine are justi- 
fiable. Constitutional treatment is useless except in so far as it 
may be possible to get the patient into the best possible state of 
general vigor, best done by his family physician. Some hope re- 
mains of future accomplishment in the direction of serum therapy; 
though theoretically this seems hopeless, because there is no re- 
sistence developed on the part of the system as in the case of the 
self limited diseases, or even such diseases as tuberculosis and 
syphilis. 

Local treatment endo-laryngeally should be absolutely forbidden 
as soon as the diagnosis of malignant disease is made. A simple 
cleansing spray of borax solution will help the patient to cleanse 
the parts and thus lessen septic absorption and lessen discomfort. 

Of the newer forms of non-operative treatment such as Roentgen 
and Finsen rays, radium and radio-active substances, it can only 
be said that they are in a very early stage of experimentation with 
results so far discouraging. 

Radical operation, Virchow wrote: “If cancer be at its onset, 
and for a long time afterward, a local disease, it must be possible 
to cure it at that stage by local treatment.” This is logical, but so 
far as we are able to say at present, the only possible cure is by local 
operative, not by local applicative, treatment. 

There are six radical operative methods of dealing with malignant 
laryngeal disease : 

1. Intra-laryngeal extirpation. 


2. Transhyoid pharyngotomy. 
3. Subhyoid pharyngotomy. 
4, Thyrotomy. 

5. Partial laryngectomy. 


6. Total laryngectomy. 

1. Intra-laryngeal extirpation for malignant disease is unsurgi- 
cal and unjustifiable. It is a cardinal rule in the surgery of malig- 
nant disease in other locations to extirpate an area of the healthy 
surrounding tissue on all sides along with the growth: If this ts 
impossible, let it alone. It is manifestly impossible to remove endo- 
laryngeally with certainty the growth and an area of healthy sur- 
rounding tissue, when it is not even possible to see the extent of 
the growth. A malignant growth is not a foreign body to be grasped 
and brought away entirely with forceps. It must be cut away under 
direct visual inspection, with constant sponging of the field of opera- 
tion that the exact extent of the growth be determined and its border 
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avoided, the incision keeping well into the sound tissués. No man 
living can do this endo-laryngeally. 

It seems to the writer that all endro-laryngeal procedures, except 
possibly the taking of a specimen in cases consenting to operation 
in the event of a positive report, are unjustifiable. Sir Felix Semon, 
who with Mr. Butlin is the strongest advocate of thyrotomy, reports 
removing entire by “great good luck” an undoubted epithelioma 
in an endo-laryngeal effort to take a specimen. There was no recur- 
rence. 

This is apt to tempt the facile laryngologist to yield to the patient's 
entreaty for an operation without an external incision. Yet no 
greater error could be made. 

It seems to the writer that all endo-iaryngeal procedures, except 
and this must have been one of the least malignant. Be the etiology 
of the varying degrees of malignancy what they may, conditions of 
soil or of seed, we have no fore-knowledge of the degree of the 
case before us, so that it is essential to consider every case one of 
the most malignant degree. 

2 and 3. Transhyoid and subhyoid pharyngotomy are similar. 
They are comparatively easy of performance and are well adapted 
for extirpation of malignant disease of the epiglottis. They have, 
like other operations for laryrigeal malignant disease, statistically, 
rather a high mortality. This has not been the writer’s experience. 
He has performed transhyoid pharyngotomy three times, without 
any untoward happenings. In two cases there was a recurrence, in 
one after six months, in the other ten. The other case, the first 
one operated, lived six and one-half years, and died of injuries re- 
ceived in a railroad wreck. 

Thyrotomy. Of all radical operations for the extirpation of in- 
trinsic laryngeal growths this has given the best results, since its 
technique has been perfected, and since its exact sphere of useful- 
ness has been recognized. Its performance prior to 20 years ago, 
was attended by an appalling list of failures. But it was then done 
indiscriminately, and it must be said, imperfectly. As done then the 
extirpation was usually no more thorough than could have been done 
intra-laryngeally, or more often it was resorted t6 too late. It was 
seldom if ever done in those days until there had been not only ex- 
trinsic extension, but extension beyond the larynx altogether, that 
is, into the lymphatics and even the perilaryngeal structures. In 
other words, it was at times done for conditions that were beyond 
the hope of cure even by a total laryngectomy. Statistics of all 
these operations were collected by Paul Bruns and published in 
1878, casting an opprobrium on the operation of thyrotomy from 
which it has never yet recovered. That it has been resurrected and 
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placed in its proper position is due to the efforts of Mr. Butlin and 
Sir Felix Semon. They have had results as extremely good as the 
previous thyrotomies had been extremely bad. That some other 
operators have not equaled their results has been perhaps due more 
than anything else to an improper selection of cases. 

A number of cases of thyrotomy have been reported where after 
opening the larynx, a laryngeal evisceration wads proceeded with 
when really a laryngectomy should have been done. In some in- 
stances this was because a permission for a laryngectomy had not 
been obtained beforehand, but under the circumstances the case 
should not be counted as a thyrotomy, in determining the value of 
thyrotomy in a suitable case. 

Semon in 1886 wrote: 

“Thyrotomy with subsequent extirpation through the wound 
yields very bad results in cases of malignant growths and should 
not be attempted.” This was based on a study. of the literature. In 
1903 he wrote: “If this operation be restricted to the cases in which 
it is really applicable its results are perfectly ideal.” 

Morrell Mackenzie was also condemnatory, as was Butlin, who 
in 1883 said “not the slightest encouragement is afforded by these 
accounts to induce one to perform the operation of thyrotomy or 
subhyoid incision for the removal of carcinoma whether extrinsic or 
intrinsic.” Butlin has also completely reversed his views. Semon’s 
first change of view came from an exceedingly favorable result in a 
patient who demanded a radical operation at his own risk. 

The indications for a thyrotomy are: 

1. An intrinsic growth, that is, one limited to the ventricular 
bands, the ventricle, the cords, and the parts below to the limits of 
the larynx. 

2. A limited extent of disease. 

3. Malignancy, or a suspicion of malignancy justifying explora- 
tory thyrotomy. 

4. No extrinsic disease not even involvement of the arytenoids 
or interarytenoid folds. 

5. No perforation of the thyroid cartilages. 

6. No glandular involvement. 

A poor general condition with a tendency to bronchial and pul- 
monary affections is undesirable though not prohibitory. But if the 
above six conditions be not present, a thyrotomy had better not be 
done. A laryngectomy with dissection in search of the infected 
glands is indicated if operable at all. 

Exploratory thyrotomy is justified if there is the slightest sus- 
picion of malignancy, provided, of course, the patient consents to 
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a removal of the growth in the event of the suspicion proving well 
founded. Indeed, the writer would recommend exploratory thyrot- 
omy in all cases where the microscopist’s report is negative but the 
laryngologist suspects malignancy. 

In deciding the advisability of operation, the presence of carci- 
nomatous foci in other than laryngeal locations must be considered. 
If these are inoperable, it is, of course, unjustifiable to operate on the 
laryngeal -neoplasm, however operable it may be in itself. 

Next in importance to the extent of the lesion is the age, vitality, 
temperament and environment of the patient. 

There is every reason to believe that carcinoma is a local infec- 
tion. Unless there is hope that the entire focus can be completely re- 
moved, it had better be left entirely alone. Partial extirpation stim- 
ulates renewed activity in a growth of tardy development. 

Finally, if a thyrotomy be decided upon, let it be done at once. 
Remember that though the visible portion of the growth be: station- 
ary; extension may be rapidly putting the patient beyond all hope of 
relief by the most radical attempt at complete extirpation. Delay is 
dangerous, often fatal. ° 

In obtaining consent to a thyrotomy, let us remember that condi- 
tions may prove so bad on exploration that a complete or partial 
laryngectomy may be deemed advisable. His consent or refusal of 
consent, to a complete laryngectomy should be obtained before the 
thyrotomy. 

5. Partial laryngectomy. If, upon opening the larynx, the evis- 
ceration, or removal of the soft parts usually contemplated when the 
word thyrotomy is used, be deemed insufficient, it is of course, right 
and proper to excise as much of the cartilage or other parts as may 
be necessary to eradicate the disease. Such operations have been 
called, rightly or wrongly, partial laryngectomies. 

6. Toral laryngectomy. Here, again, wholesale statistics as to 
the value of operation are certainly very misleading. These opera- 
tions have been done by many incompetent, often not so much to 
do the operation, perhaps, as to decide whether it is justifiable or 
not. Many of the cases were operated when the entire neck was in- 
volved and the patient was at death’s door. Statistics are valueless 
as guides to prognosis of operative results unless analyzed into in- 
trinsic or extrinsic, as to stage, and as to glandular involvement. 
Manifestly the result of a radical operation, even though intrinsic, 
in the case of an aged feeble man in the last stages of asthenia, 
cachexia and inanition, is no criterion as to the result of an early 
operation in a strong, well nourished subject. Of what value then, 
are statistics made up in large part by just such moribund cases, 
usually with extensive involvement and huge glandular infiltrations ? 





610 JACKSON: MALIGNANT DISEASE OF THE LARYNX. 


If surgeons wish to operate on such cases and report them, certainly 
statisticians should omit them from tables. 

There are those who claim that a malignant neoplasm is inopera- 
ble if it be sufficiently extensive to demand a total laryngectomy with 
glandular extirpation, and, further, that there will certainly be an 
unremoved infected lymphatic channel.as a focus for recurrence. 

3ut it is true of malignant disease anywhere that when it is certainly 

not possible to remove every vestige of the disease to let it alone, 
and it is equally true that in any case it is not possible to. determine 
a priori whether a complete extirpation is possible. There have been 
recurrences after very wide removal of small growths with a wide 
area of surrounding healthy tissues, while cases have been reported 
of five or more years of comfortable existence after total laryngec- 
tomy, with resection of the pharynx, carotid, jugular and pneumo- 
gastric. 

The prospect of early and certain death, on the one hand; and 
of some years of freedom from disease, but with more or less mutila- 
tion, with very defective speech, on the other hand, should be sub- 
mitted to the patient’s consideration. Many patients have died, and 
many will die in the future, with a limb on, in preference to a life- 
saving amputation. We have done our duty when we submit the 
probabilities as we at present know them, to the patient. If he feels, 
as many do, and as one of the writer’s most successful cases ex- 
pressed it, that the “cancer that is eating into my vitals must come 
out even if I die in the attempt,” it is certainly justifiable to make the 
by no means, hopeless attempt. 

What have we to offer the patient for the risk incurred? Laryn- 
gectomy may be advised on the well-founded hope of : 

First. Cure. 

Second. Increased comfort for a variable period, even in the 
event of recurrence. ‘ 

In regard to cure, there are certainly reports by responsible men 
of many cases of laryngectomy well at the end of two years. This 
period, in the writer’s opinion, certainly justifies the word “cure.” 
There are certainly degrees of malignancy, and the degree cannot 
be determined beforehand. A given case may be of the degree cura- 
ble by extirpation. The writer has one case still well at the end of 
five years, and he has seen a case of another operator well at the end 
of eleven years. As to increased comfort, it cannot be denied that 
as soon as the wound is healed, the patient is more comfortable than 
he was previous to the operation. He is free from the pain, includ- 
ing that which used to extend to his ears; he is also free from cough, 
pyrexia, toxemia, and emaciation. 
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If recurrence take place in the larynx, the symptoms may all 
recur, but the period of comparative comfort will have been worth 
the operation. 


Gliick, whose large experience entitles him to speak, has said 
that laryngectomy lengthened life and renewed hope, and if, after a 
year or a year and a half in the desperate cases, relapses occurred, 
the last stage was much less painful, and death more easy. On the 
other hand, Gliick further said, the cases that recurred lived content- 
edly and even merrily. 

Of the writer’s six cases that recovered, all said they were glad 
the operation had been done. Those who were of a cheerful, con- 
tented disposition were contended. One with an irritable temper was 
abusing surgeons in general, and the writer in particular, but with 
less grounds than some others, for he lived three years without re- 
currence, dying of cerebral hemorrhage. The three patients who 
were smokers, smoked with comfort by closing off the air passage 
from the nose with the palate, and then exhausting the air to draw 
in the smoke by muscular contraction of their cheeks. One alco- 
holic was enabled to indulge more freely than ever, and died eight 
months after, of alcoholism. 

The indications for total laryngectomy are: 

First. Malignant disease, extrinsic by origin or extension. 

Second. Intrinsic disease so extensive that sufficient surround- 
ing healthy tissue cannot otherwise be removed. 

Third. Not too extensive adenopathy. 

Another way of putting it would be: All operable cases of ma- 
lignant laryngeal disease that are inoperable by thyrotomy or in- 
fra or transhyoid pharyngotomy, and that are considered such as to 
permit of complete extirpation of glandular infections. 

The immediate dangers of total laryngectomy with adenectomy be- 
sides the general surgical risks of shock, anesthesia, iodoform intox- 
ication, etc., are pneumonia, infarction pneumonitis, sepsis, syncope, 
intestinal hemorrhage, embolism and infarct. 

In those cases where tissues beyond the larynx are found infil- 
trated and are removed we have the added risks, in common carotid 
ligation, of hemiplegia, coma and death; in thyroid extirpation, of 
myxedema; in vagus resection, of respiratory failure, etc. 

This is a very formidable list of dangerous possibilities, yet they 
are. no longer probabilities. The earlier experiences were very 
discouraging, but with more experience and modern perfection of 
technique, together with earlier operations, total laryngectomy is be- 
ing removed from the list of “probably fatal’? operations. 

Thus Gliick, out of his first series of ten cases had only two re- 
while in a later series he had only five recoveries in 


coveries, (20%), 
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nine cases (55.6%). In a still later series, (1903) he reports 22 
cases of total laryngectomy, with only one death (4.5%) and that 
due to iodoform poisoning on the 11th day, in a managed 70. In 
27 cases of transverse extirpation of the larynx and pharynx, in 
the majority of which infected glands were extirpated, he had only 
one death, (3.7%), on the 5th day, in a case where lateral hemi- 
plegia and unconsciousness had followed carotid ligation. There 
were living, at that date, (1903) 38 patients who had been operated 
(totally and partially) at various periods up to 13 years previously. 
On the one surviving 13 years and still alive, a hemi-laryngectomy 
(for sarcoma) had been done. On another who survived 11 years, 
a hemi-laryngectomy was followed by nine years of health before a 
reappearance in the other half of the larynx; removal of this gave 
two years more of life. 

These are the record of one man’s work, an exceptional man as 
to opportunities and ability; but on that account are all the more 
reliable as guides to advisability and prognosis than (as Semon 
has pointed out, in speaking of thyrotomy) the “massing together 
of all the operations ever performed by anybody and everybody.” 

Some very brilliant results have been reported from the Gliick 
pharyngo-plastic operation after laryngeal resection, a skin flap, 
which afterward acquired “a soft, slippery surface, like mucus mem- 
brane, occupying the space of the resected larynx. 

Successful laryngectomies have been reported in which, beside 
the larynx proper, a large portion of the cesophagus, the pneumo- 
gastric nerve, the common carotid artery, the internal jugular vein, 
the entire thyroid gland, the tongue and the pharynx have been re- 
moved. Whether such operations shall be done is for the patient 
to decide. If the year or two of life gained is worth the mutilation 
to the patient, the operation is certainly advisable. The writer has 
always advised the operation of laryngectomy, however radical it 
promises to be, if the patient’s temperament and general condition 
be good, at the same time carefully explaining to the patient the 
condition he will be in, and the risks he is taking. The post opera- 
tive condition of the patient in the successful cases is explained to ’ 
him, but it is forcibly stated that these only represent about 30% 
of the cases. 

Chronic nephritis, diabetes, alcoholism, advanced arterio-sclerosis, 
organic cardiac and hepatic diseases, while not absolute contra-indi- 
cations, warrant a more unfavorable prognosis. 

Total laryngectomy has seldom been resorted to early, except in 
disease located on the posterior surface of the cricoid cartilage, which 
is inoperable by thyrotomy. The success in these cases points to 
the fact that laryngectomy would be a highly efficient operation if 
done early. 
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The American method of a preliminary resection of the trachea, 
stitching it to the integument above the sternal notch to be safely 
out of the way of blood and later of septic wound discharges, has 
resulted in a very much lowered death rate. 

It is not intended here to go into the technique of operations. A 
few points from experience may not be amiss. The use of the 
Trendelenburg tampon canula will be found a_ serious mistake. 
Worse yet is to wait 20 minutes for the sponge of a Hahn canula to 
swell. The operation should be well under way by that time. A far 
better and safer method of keeping blood out of the larynx during 
the operation is to put the patient in the Trendelenburg position, 
with the head hanging over the end of the table, (or, better, on a 
dropped headboard), in the Rose position. In this position blood 
cannot run or be sucked into the trachea. A tracheotomy is done, a 
canula inserted and through this the chloroform is given by means 
of a long tube with a curved hard rubber tube at one end for inser- 
tion into the canula, and at the other a gauze covered funnel, on 
which the chloroform is dropped. Should it be necessary to extend 
the thyrotomy wound into the tracheotomy wound, the hard rubber 
tube is inserted directly into the trachea. 

The Trendelenburg-Rose position also has the advantage that by 
increasing the encephalic blood supply, it tends to lessen the shock 
often so marked in total. extirpation. 

These operations should never be done outside of a hospital. A 
surgeon who is thoroughly familiar with the trachea, by long ex- 
perience with tracheotomy cases, should be at the bedside for three 
or four days. After that a thoroughly trained nurse accustomed to 
tracheal cases may be trusted if the surgeon is within easy call. Do 
not trust the nutrition of your patient to nutrient enemeta. They 
will satisfy the patient and his friends but they will not nourish him. 
The writer learned this by the loss of a patient from whom he had 
removed an epithelioma of the anterior pillar. The orders were for 
a pint of milk every three hours by the stomach tube, but owing to 
a change of internes, the milk was given by rectal tube. The patient, 
who was old and feeble, died of inanition on the ninth day after 
operation. The lesson will never be forgotten by the writer, who 
now sees to it that the nutriment is placed in the stomach, where it 
will be digested, and passed on to assimilation. Of course many 
patients may not be in such a weak condition that immediate feeding 
is imperative, for such the infinitesmal amount of nutriment absorbed 
from the lower bowel may be worth the annoyance, but it certainly 
would not prolong life a day. The putridity of food after a few 
hours in the rectum would lead one to hope that none of it was ab- 
sorbed. 
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The writer has always used the stomach tube for a few days in his 
laryngectomy cases, and has never had any ill results follow, when 
inserted by a skillful nurse or interne. The patient often learns to 
pass it himself after a time or two. 

The anesthetic for all laryngeal operations should be chloroform, 
keeping the patient only partially under its influence. It should 
never be so deep as to abolish reflex cough excited by blood in the 
trachea. Reflex cough from the surgical manipulations of the 
larynx is abolished by the local application of a 20% cocaine hydro- 
chlorate solution, to which is added one of the preparations of the 
vaso-active principles of adrenals. This may check hemorrhage to 
some extent, but its main purpose is to intensify the action of the 
cocaine. This solution should not be allowed to run down the 
trachea, and only enough chloroform should be used to overcome 
resistance. The patient should be allowed to come partially out and 
cough a few times occasionally. While this coughing may infect 
the wound slightly, it will guarantee against aspiration pneumonia. 
Of course we know there is a post-operative pneumonia following 
major operations remote from the air passages, and occurring with 
or without an anesthetic, but such cases are rare indeed. Care 
should be taken to diminish and discontinue the chloroform before 
the completion of the operation, so that the patient will come to com- 
plete consciousness by the time the last stitches are being put in, 
and so that he will have no post-anesthetic sleep. The writer is con- 
fident that if these hints are followed, the mortality of thyrotomy 
and of laryngectomy will be still further reduced. The same sug- 
gestions are equally true of a tracheotomy, whether done for malig- 
nant disease or not. The writer has not had a pneumonia from his 
last 14 consecutive tracheotomies for various conditions. He will 
go farther and say that 90% of the post-operative, or so-called ether- 
pneumonias, would have been avoided if the patient had been allowed 
to come out enough to cough his trachea clear every few minutes. 
The writer was taught in his younger days that it was almost a crime 
to let the patient come out and then put him under again. “He soon 
learned that to do so will save many a life. In over two thousand 
anesthesias by the writer, and for him, on this principle, there has 
never been a pneumonia. This may seem foreign to the subject in 
hand, but the writer is confident that the-large pneumonia mortality 
from thyrotomy and laryngectomy can be almost entirely avoided. 
In laryngeal operations this “talking anesthesia” may be thought to 
increase the danger of reflex cardiac inhibition being excited by the 
trauma of the superior laryngeal nerve, but cocaine temporarily 
paralyzes the nerve and it can be cut if desired. 
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One more point in regard to these operations: For the sake of 
your patients, for the sake of your results, for the sake of confiding 
humanity, do not grope around in the dark. Wear an electric light 
on your head. Even with it you will find it none too easy to see the 
nature and extent of the growth. Brilliant illumination will enable 
you to work faster, a great desideratum. A forehead mirror to 
throw its light where you want it, would have to be moved every 
time your head or the source of iight changed position. The head 
light always throws the light where you are looking, no matter how 
much you move about. Hand lamps held by a nurse are always in 
the way, and often interfere with vision by the dazzling of a beam 
of light passing the shade. 

After thyrotomy keep the patient lying on the side from which the 
growth was removed, chin downward and forward, and allow no pil- 
low. These precautions will help to prevent the wound discharges 
finding their way down into the lungs. The prone position is best 
after laryngectomy. 

The curette has absolutely no place in any operation for the eradi- 
cation of malignant disease, the recurrences of which are often due to 
infection at the time of operation. The curette may be likened to 
the harrow that buries the seed in the soil to insure germination. 
The clean-cut incisions with knife or scissors should be through the 
heathly tissues far beyond the limits of the infiltrating cancer cell. 
If the incisions be not beyond these limits, and cancer cells be left, 
they can no more be thoroughly removed by scraping with a curette 
than all the mud can be removed from a street by scraping with a 
hoe. , If the cells be left, recurrence is certain. _ It is very different 
here from a purulent invasion of the mastoid cells where a curette 
is so valuable. Nature makes a good fight against purulent invasion, 
and with a reasonable amount of scraping and good drainage, she 
can throw off what may be left. Nature cannot throw off the can- 
cerous invasion. There are no spontaneous cures. 

Then let us make our incisions far out in the healthy tissue, and 
not-depend upon the curette. 

It is the writer’s opinion that if opium and all its derivatives and 
all other drugs that allay cough be withheld, deaths from pneumonia 
will be rare indeed. 

From long, close, daily watching and working with tracheotomy 
cases, the writer is certain that in nine out of ten cases the outer 

‘ canula is not removed often enough. It ought to be taken out at 
least twice daily to allow the patient to cough out secretions whose 
escape is hindered by it. It should always be immediately replaced, 
after a few moments of quick cleansing. 
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It is not necessary before this body of able surgeons to urge im- 
mediate operation, but to the laryngologically less experienced, to 
the family physician, whose aid we must have in impressing upon 
the patient the necessity of immediate consent—to these we would 
say: A week’s delay after a diagnosis is made may be sufficient to 
turn the scales against success. 

We must also urge that in a person past middle life who develops 
a hoarseness that does not clear up in two weeks, or who has a sore 
throat or soreness on swallowing, the larynx should be immediately 
examined. If we are to have any degree of success in these opera- 
tions, we must see the patient early. 

RESUME, 

The factors in the etiology of carcinoma are age, sex, heredity, ( ?) 
syphilis (?) irritation, and precancerous benign neoplasms. 

The sites in the order of frequency are, the glottic boundaries, the 
epiglottis, posterior surface of the cricoid cartilage, interarytenoid 
fold, ary-epiglottic ligament, ventricular bands, the ventricle, and 
the infraglottic region. 

The symptoms are dysphonia, hoarseness, aphonia, cough, expec- 
toration of frothy secretion, dyspnoea, hemorrhage, orthopneea, pain, 
laryngeal and referred to the ears, dysphagia, odynphagia, fetor and 
cachexia. 

The laryngoscopic appearances may show paralysis of a cord, a 
more or less diffuse redness, or a protrusion appearing snow white, 
dirty gray, pinkinsh, or reddish, in form, papillomatous, warty, with 
sharply pointed elevations, with intervening rounded granulations, 
or an ulcer. 

It may be single or multiple, and is often covered with pus or 
frothy saliva. 

The diagnosis will rest upon the age, fetor, cachexia, adenopathy, 
pain, duration, paralysis of a cord, palpation of the thyroid cartilage 
and the microscopic report. Syphilis, perichondritis, lupus, tuber- 
culosis, chronic laryngitis, blood clots and hemorrhagic spots, 
pachydermia, eversion of the ventricle and benign growths will have 
to be excluded in the diagnosis. ; 

The prognosis as to termination is unfavorable but not hopeless. 
In early operated intrinsic malignant disease it is good. In disease 
extrinsic by origin or extension, and when the lymphatics are in- 
feeted, it is unfavorable. Prognosis as to duration, from two to ten 
years may be promised, if seen early. As to recurrence, the prog- 
nosis is the same as mentioned of termination. Prognosis as to 
voice in early thyrotomized intrinsic cases is fairly good; in late 
cases requiring laryngectomy, some kind of sound answering for 
speech may be promised. 








items tact 











Treatment may be palliative or radical. 
clude tracheotomy, esophagostomy (or gastro-enterostomy), cleans- 
ing sprays and gargles and analgesics. 

Serum therapy, Finsen’s light rays, Roentgen rays and radio- 
active substances are not yet proven of benefit. 

Partial endo-laryngeal removal of the malignant mass is abso- 
lutely unjustifiable, even for the dyspnoea, unless consent to a tracheo- 
tomy cannot be obtained. 
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Radical treatment. 


Radical endo-laryngeal extirpation is impossible. 

Radical measures include transhyoid and infra-hyoid pharyn- 
gotomy, thyrotomy, partial laryngectomy and total laryngectomy. 

Pharyngotomy, transhyoid and subhyoid, are adapted only to dis- 
ease limited to the epiglottis. 

Thyrotomy is the operation of election under the following con- 


ditions : 


Partial laryngectomy is advisable when at thyrotomy removable 
malignant extension is found. 

Total laryngectomy with, if necessary, removal of all infected 
glands and tissues is indicated when the patient desires a chance of 
cure, with, in any event, increased comfort for a variable period, 
when the disease is extrinsic by origin or extension, or when though 
intrinsic, it is so extensive that sufficient surrounding healthy tissue 
cannot be otherwise removed. 

Total laryngectomy, with modern 
and the possibilities of buccal voice, 
for the patient that it formerly was. 

Preliminary stitching the trachea to a buttonhole in the skin, the 
avoidance of opiates, the combined Trendelenburg-Rose position, 
“talking anesthesia” with chloroform, allowing the patient to “come 
out” before the stitches are put in, careful post operative watching, 
very frequent cleansing of the canula—and keeping the patient 
prone after operation 
operative pneumonia to almost nothing. 

Rectal alimentation is a delusion and a snare. 


An intrinsic growth. 
A limited extent of disease. 


Malignancy. 


Suspected malignancy (exploratory thyrotomy). 
No involvement of the thyroid cartilages. 
No glandular involvement. 


by cesophageal tube for a few days until swallowing is easy. 


MALIGNANT DISEASE OF THE LARYNX. 


Palliative measures in- 


Unless total removal of infection is a reasona- 
ble possibility, no operation is justifiable except tracheotomy, cesopha- 
gotomy or whatever else may be planned to prevent or postpone 
inanition or asphyxia. 


technique, prothetic appliances 
is not the formidable prospect 





all these will reduce the danger of post 


Feeding should be 
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The use of a brilliant head lamp facilitates thorough extirpation, 

The curette has no place in the extirpation of laryngeal malignant 
disease. It rubs in the infection as a rake buries seed in the soil. A 
clean cut with knife and scissors through healthy tissue beyond the 
invaded area is the best method. 


SARCOMA. 


To deal with sarcoma as elaborately as already done with carci- 
noma would be impossible here. The following considerations may, 
however, be added: 

Site. The most usual site is the vocal cords, next in frequency 
the ventricle and ventricular bands, and less often the epiglottis. 
Even more than carcinoma it tends but little to extrinsic extension 
This is true of sarcoma anywhere when bounded by bony or carti 
laginous walls. No case of extrinsic extension of an intrinsic sar- 

j coma has ever been reported to the writer’s knowledge, though the 
reverse is frequently mentioned in the literature. 

The etiology is obscure. Age is a factor, most cases occurring 
between 40 and 60 years. Cases at 314 and 81 years have been re- 
ported. Trauma has not been shown to be a factor here, as it has 
been in sarcoma elsewhere. The most frequent occurrence on the 
vocal cords points to irritation as a factor, though the origin is in 
the deeper structures. 

The symptomatology is similar to carcinoma though pain and 
dyspnoea are less frequently present, and are usually less severe. 
Glandular involvement occurs in some cases, after ulceration. 
Cachexia and impairment of the general health are later and less 
marked than in carcinoma, coming more from impeded respiration 
and alimentation. 

The laryngoscopic appearances like the symptoms are often differ- 
ent from those of carcinoma. Ulceration is later and less extensive. 
A striking yellow color has been seen by some observers. The pro- 
jections are usually rounded as compared to the pointed grass like 
projections seen in carcimona. 

The diagnosis down to the point of determining malignancy is 
the same as for carcinoma. When we come to exclude carcinoma, 
we usually fail, clinically; but the microscope can be implicitly re- 
lied upon for this, if a specimen all the way down to, and including 
some of the sound tissue be taken. As between sarcoma and certain 
benign conditions such as tuberculoma, syphiloma, and inflammatory 
tissue, the microscope is unreliable; but having clinically determined 
malignancy, the microscope will positively indicate or exclude car- 
cinoma. ‘Thus a positive diagnosis can be made. Extrinsic exten- 
sion of a primarily intrinsic infiltrating neoplasm excludes ‘sarcoma, 
but unfortunately this is too late a sign. In all suspected cases an 
early exploratory thyrotomy is unquestionably justifiable, as any 
such case demands remedial surgical intervention anyway. 

The treatment is exactly the same as for carcinoma. 




























A BRIEF DISCUSSION OF THE PATHOLOGY OF MALIGNANT 
GROWTHS OF THE UPPER AIR PASSAGES.* 


BY D. BRADEN KYLE, M. D., PHILADELPHIA, PA. 


Before proceeding to discuss the pathology of malignant tumors 
of the respiratory tract, I wish, to say a word or two in defense 
of the microscope. One of our members yesterday, in speaking of 
microscopic examinations, belittled microscopic findings, because 
of the different diagnoses he had received in regard to specimens 
which he had submitted for examination. In the past fifteen years 
I have had a good deal of pleasure in working over miscroscopes, 
and those of you who are familiar with this kind of work will agree 
with me in what I have to say. 

In the first place, a great deal of the fault in diagnosis lies with 
the clinician. In a case in which he is in doubt he simply removes 
a small piece of tissue and sends it to the microscopist for examina- 
tion. Now, if the miscroscopist is purely a microscopist, and not 
a clinician, the report will be absolutely of no value to him. The 
microscopist has simply examined a smal! piece of tissue taken from 
the growth. One can not possibly differentiate between a small 
round-cell sarcoma; an acute inflammatory condition that is partial- 
ly organized, an inflammatory area around a specific or tubercular 
lesion, and many other processes. One can not tell the difference 
in examining a few sections taken from this region. A small round- 
cell sarcoma is nothing more than embryonic connective tissue. 
If allowed to go on to connective tissue, you would not have 
sarcoma, because the round, small cell is nothing more than an em- 
bryonic cell, and never reaches the full stage of development. Let 
us take sarcoma, with its small vesse!s, ill-formed, given an in- 
flammatory process in a certain stage of organization, is it the micro- 
scopist or is it the clinician who is to blame? 

The microscopist will not give an opinion based on such a small 
piece of tissue. He will write out exactly what he finds. If the 
clinician is a microscopist, he may criticize the report of the micro- 
scopist; but to take a small piece of tissue from any ulcerated area 
and. base an opinion on it is absolutely wrong. I do not believe 
any well-informed microscopist will do it. In the examination of 
tissue from supposed malignant growths, you should have tissue that 

* Symposiun paper presented at the tenth annual meeting of the American Laryngological Rhino 
logical and Otological Society, Chicago, May 31st, 1904. 
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is taken from the deep structure, and unless it is taken from the 
entire structure, from the center of the surface, and sections made 
very soon, the microscopical examinaticr. will be of no value to you 
from a diagnostic standpoint. It may lead you into serious error, 
for the reason that you may advise radical operation for a malignant 
condition when it may not be necessary, so that from a pathological 
standpoint one of the most important features connected with 
malignant growths is a correct diagnosis. To rely absolutely on 
any microscopical examination is wrong. The best microscopist is 
the man who is also a good clinician, who associates all phenomena 
observed in the patient with the microscopical findings. When this 
is done, the report will be of some vaiue. To condemn a micro- 
scopical examination simply because some one described tissue and 
saw a small round cell, with well formed blood vessels, and con- 
cluded it was sarcoma, is wrong. Like the expression, “It depends 
upon the man behind the gun,” so it depends on the man behind the 
microscope. 

Malignant tumors of the upper respiratory tract belong to sar- 
comatous tissue, and those of connective tissue by the carcinomata 
or the epithelial type. There has been a great deal of confusion in 
regard to malignant growths from the fact that we have certain 
benign tumors that become the seat of malignant growths. That 
is easily explained. For instance, we may have a benign tumor of 
the connective tissue type or of the epithelial type. For example, 
papilloma is of low grade tissue. It has its type in adult tissue. 
Papilloma has its type in the epithelial structure, and adult con- 
nective tissue tumors, as, for instance, fibroma, has its type in the 
adult connective tissue. Take adenoma, and it gives us a reproduc- 
tion of the gland structure. It falls short in one thing, and that is 
physiological function. That tissue is of lower grade than true 
tissue, and under irritation predisposes to a malignant condition, 
whether it be carcinoma or sarcoma. Papilloma occurs at the june- 
tion of the skin and mucous membrane, or its occurs at the junction 
of a fold of mucous. membrane. It may occur freely on the sur- 
face from such points. It may not always be at the junction, but 
usually is. There is nearly always a location where it is subject to 
irritation. The irritation will tend to produce carcinomatous or sar- 
comatous tissue. You will frequently see, even in this day, articles 
in journals in which a benign tumor is said to have become 
malignant. It never became malignant, because a benign tumor is 
never turned into a malignant one any more than measles turns into 
smallpox or typhoid fever turns into pneumonia. One predis- 
poses to another. A benign tumor at the point where it is sub- 

















KYLE: MALIGNANT GROWTHS OF THE UPPER AIR PASSAGES. 621 


jected to irritation, a tumor which is not quite up to the standard of 
type or tissue, will more likely be the seat of malignant growth 
than if there was no tumor there. About the pharynx, the nasal 
orifice, the tonsils, the tongue, the mouth, where we have benign 
growths, a great many practitioners say, remove them at once, and 
possibly in many cases that is the right thing to do, because irrita- 
tion of the tumor may tend to its malignancy. Take the cases you 
have seen in your own clinics, in which you have made a diagnosis 
a year before, say, of tumor of the larynx, and a positive opinon has 
been given that it is carcinoma or epithelioma. It does not make 
any difference which variety, it is possible you may have considered 
it to be a papilloma, but from irritation it has become the seat 
of a malignant growth. It is a low grade tissue. It has not the 
physiological function of the adult connective tissue or epithelial 
tissue. Any irritation may predispose to malignancy. That is one 
of the most important points in the pathology of malignant growths 
about the upper respiratory tract. Many benign growths removed 
early may be saved from malignancy. It is difficult from a micro- 
scopic or clinical examination to determine sometimes the true na- 
ture of a growth Not only in my own clinicai work, but in labora- 
tory work, I have found in tumors that growth outside and after- 
wards involve the inner structures (I am speaking now of growths 
involving the mucous membraiie or skin and mucous membrane) 
that in nearly every case the history dated back to a simple growth, 
and that irritation has continued until we have ulceration, and then 
a suspicion, at least; of malignancy. For that reason, I would urge 
upon you all, in the microscopical examination of tissue, that you 
take into consideration the early history of your cases. Wherever 
you have breaking-down of tissue, whether it be a benign growth, or 
one which from irritation has become the seat of malignancy, take 
into consideration the fact of its early removal from the mucous 
membrane. 
1517 Walnut Street. 



















PARAFFIN AS A COSMETIC REMEDY. 
BY M. DELMAR RITCHIE, M. D., PITTSBURG, PA, 

A brief rehearsal of the use of paraffin, prosthetically, seems to 
introduce Dr. Heath, of New York, as the pioneer among Americans, 
in this broad and unique field of work. Although Dr, Corning pre- 
ceded that gentleman by several years, his work was confined to 
the injection of sterile oils. A tendency toward accidents in the work 


with lighter oils, turned the attention of experimentors in the direc- 





tion of melted vaseline. During the closing vears of the last century, 
Gersung, of Vienna, achieved some extraordinary results with vase- 
line. In 1900, he came forth in a voluminous manuscript, in which 
he stated that melted vaseline was positively inert when introduced 
into the softer tissue of the human organism. Dr. Gersung’s work 
was largely confined to génral surgery, his experiments proclaiming 
beyond dispute, the possibilities of sterile injections. 

Succeeding the Germans, with melted vaseline came Drs. Heath 
and Lynch of New York, who, with some French investigators sub- 
stituted hot paraffin. for vaseline. Some excellent results are re- 
corded, but again the accidents were of sufficient moment as to dis- 
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courage the use of heated injection. It was found that heated paraf- 
fin, was difficult to control, did not remain in situ, was inclined 
toward misplacement, and easily disrupted into emboli. It remained 
for an American, Dr. Harmon Smith of New York City to conceive 
the possibility of injecting cold, solid, or semi-solid paraffin, and thus 
revolutionize the field, as well as the technique. 

In the summer of 1902, a series of experiments, upon guinea pigs 
and rabbits, in the Trudeau laboratory, at Lake Saranac, N. Y., 
showed me conclusiveiy, that under no condition, will sterile paraffin 
act as an irritant, when introduced into the healthy animal. As much 
as two ounces were introduced into the peritoneal cavity, of a rabbit, 
without the slightest indication of constitutional or local disturbance. 
On one occasion, two drams were injected into the lobe of the ear. 
Upon its removal, in thirty days, the comparative weight of the par- 
tially encapsulated material, showed a gain of three grains. Cours- 
ing through the mass, could be seen, microscopically, minute thread, 
and it was to this new tissue, with some absorption of moisture, that 
was attributed the advance in weight; at least there was certainly 
conclusive evidence that no paraffin absorption had taken place. De- 
sirous of observation in a highly vascular field, seven grains of sterile 
paraffin were introduced beneath the conjunctiva, in a rabbit, with a 
distinctly drooping upper eye lid. No resultant reaction followed, 
although the ptosis had quite disappeared, thus suggesting to my 
opthalmological brethren food for thought. 

In the investigations with animals, the injections with but few ex- 
ceptions, were made without the use of general or local azsthetic. 


INDICATIONS. 


1. Traumatism with depression. 
2. Saddle back nose. 

3. Sinus scars with depression. 
4, Mastoid scars with depression. 
5. Depressions due to skin lesions. 


While the largest proportion of my work has been directed toward 
the depressed dorsum, due to traumatism, probably the commonest 
type, to need attention, is the conventionalized saddle back nose of 
heredity, syphilis, tuberculosis and scrofula. 


OTHER USES OF PARAFFIN. 


1. Correction of dorsum, between canthi, for accurate fitting of 
nose glasses, when difficulty of adjustment is encountered. 
2. Correction of ptosis. 
3. Surgically, within the orbit after amputation. 
4. Contraction of hernial orifices. 
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5. Cosmetically within the scrotum, or, for mental effect upon 
nervous patient. 

6. Correction of disfiguring facial features. 

7. On end of long bone to alleviate pressure and prevent adhe- 
sions, after amputation. 

8 


To displace undue depressions about neck or even in contracted 
mamumne. 


9. Correction for nasal enunciation. 
10. Asa curative measure in incontinence of urine. 
ADVANTAGES. 


When a choice is to be made between any other surgical interven- 





tion and that of paraffin injection, the latter seems to hold, for the 
following various reasons, viz. : 


1. Comparative simplicity, there being no scar whatever, when 
surgical cleanliness. 

2. Local anesthesia suffices, the only pain being that of insertion 
oi the hypodermic needle. 


3. The effect of the measure is 





mediate, the patient making 
his departure without surgical dressing, bevond collodion and cotton 
over site of puncture. 


— 


n the event of failure at restoration of the part, no great in- 
jury will have been done by the experiment provided there has been 


. s * 2s — 5 - a . nese ee 
exercised due precaution afforded only by experience. 
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POSSIBLE COMPLICATIONS. 


1. Embolism. 

2. Hyper-injection producing deformity. 

3. Establishment of fistula to intra-nasal cavity. 

4. Slough or abscess over injected area due to pressure anzmia. 
5. Inability to heal puncture point, through infection or consti- 


tutional disease, such as renal, or diabetic. 

Embolism. Since the advent of the screw-piston syringe, the 
possibility of danger is reduced to a minimum. The screw force 
makes possible the use of cold, semi-solid or quite solid material. 
The piston is so graduated, that each turn of the handle eliminates 
three minims of paraffin. This instrument gives the operator abso- 





lute control over the quantity injected, and the paramount to all 
other advantages, it does away with the necessity of using heated 
material. The disfavor into which paraffin injection has fallen today 
in some sections, can almost invariably be attributed to an unfortu- 
nate accident, which has befallen some operator who has made use 
of heated material, with resultant embolus. 

The case reported by Drs. Hurd and Holden of New York City, 
in the Medical Record of July, 1903, in which embolus was found 
in a retinal vessel, comes under the category of misfortunes due to 
the use of heated paraffin. Had pressure been made by an assistant 
upon angular veins, between the inner canthi, thus cutting off the 
only possible exit—or had solid paraffin been employed, the acci- 
dent could certainly have been averted. 
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The single accident in Manhattan Eye and Ear Hospital in the 
hands of an assistant surgeon—that of a double amblyopia, was a 
very happy termination. While semi-solid paraffin was used in this 
instance, no pressure was made between canthi. While thrombosis 
through angular veins seemed plausible, the fact that the patient 
interrogated the surgeon, before operating, as to the possible danger 
of blindness, seems to suggest an ovious hysterical element. 

Since no accident beyond hyper-injection or misplacement, has 
followed the use of solid or semi-solid paraffin, when venous com- 
pression has been made, it is just to conclude that the danger 
to life or the special senses is nil. 





Hyper-injection and Misplacement. Probably the most humiliat- 
ing circumstance in connection with prosthetic use of paraffin is that 
of hyper-injection. This accident frequently followed the employ- 
ment of the discarded push-piston syringe and hot paraffin. This 
deformity, however, can be reduced quite handily, the shallow scoop 
affording me the means, on one occasion, of removing twenty minims, 
through the site of the original perforation. Conservatism in the 
attempt at correction of deformity is a wiser plan, the introduction 
of thirty minims producing astonishing effect. In my experience 
twenty minims is the quantity required to correct the average de- 
formity met with. 
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Misplacement is usually the result of injecting immediately be- 
neath, or into the skin, rather than upon the periosteum. When the 
injection is placed immediately over the periosteum, the correction 
is more'permanent, not subject to displacement and is less inclined 
to produce inflammatory reaction. The error of misplacement will 
also follow the introduction of too much material before moulding. 
While pressure over canthi is a most invaluable adjunct to the tech- 
nique, too great pressure has been of sufficient detriment, as to pre- 
vent all venous return, with resultant embarrassing extravasation 
and ecchymoses of all adjacent soft tissue. 


W 








SURGICAL PROCEDURE. 

A male patient having been shaven, the field is carefully scrubbed 
with liquid antiseptic soap. This is followed with alcohol freely, 
then 1 to 1000 formalin. The field is anointed with a little ether 
and the subject is prepared. 

The hands having been carefully cleansed, the point of. election 
for entrance of the paraffin needle is pierced, with a boiled hypo- 
dermic needle. A few drops of a two per cent solution of cocaine 
is injected into the epithelial layer only. I never inject into deeper 
tissue, for the subjective sensations of the patient are of material 
assistance in determining the quantity to be’ injected. The paraffin 
which has melting point of 110 F., not being pure paraffin, but a 
combination of common paraffin with a melting point of 120 F., 
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and petroleum jelly. The latter substance having melting point con- 
siderably lower than the paraffin, suffices to bring the melting point 
of the new combination down to 110 F. 

The syringe having been thoroughly boiled is placed in warm 
sterile water. Having removed and dried syringe, the paraffin has 
also been subjected to a boiling temperature and is now poured into 
the syringe before inserting piston. The screw on the shaft of the 
piston is now run into place, the pressure causing all the air to be 
displaced. The syringe containing the paraffin is now placed into a 
vessel containing cold sterile water. A few moments are allowed to 
elapse so that the paraffin will recover its original solid consistency 


throughout. 
The paraffin needle is now warmed in order to facilitate the expul- 
i sion of the paraffin therein contained. Each turn of the piston ex- 


pels three minims of the contained material which should come forth 
in a steady, white cylindroid thread. Should the paraffin be ejected 
in spurts, or disorganized granules, ejection should be continued un- 
til the steady vermicelli-like thread appears. An assistant now makes 
pressure over the internal canthi, standing behind the patient. 
The needle is gently inserted into the same perforation made by 
the hypodermic needle, and passed through the soft tissue to the 
periosteum. It is the wiser plan to see that the needle is beyond the 
point of the deformity. Three minims are inserted at a time, the 
syringe being held in one hand while the other is engaged in mould- 
ing the quantity introduced at each multiple injection. The needle 
is gradually withdrawn, the.moulding going on all the while. Care 
should be exercised to see that no paraffin adheres to point of needle 
as it is withdrawn from the nose. Delayed healing follows the fill- 
ing of the puncture with paraffin. The syringe is frequently intrusted 
into the hands of an assistant, while the operator withdraws a short 
distance, to observe, at range, the progress. If the case is one of 
traumatism, the photograph of the patient before injury is always 
placed in convenient position for reference, as the work is graduated. 
3efore withdrawing the needle, the soft tissues should be restored to 
an even and smooth condition. Should there be irregularities or 
slight misplacements, these should be corrected by forcible moulding, 
before proceeding further. Sulphuric ether is now freely sprayed 
and the underlying paraffin is gradually fixed. The point of entrance 
of needle is sealed with collodion, and a bit of cotton. The patient 
is instructed to apply ice cloths to the dorsum of the nose for a period 
of at least six hours. Ten days are allowed to elapse ordinarily be- 
fore second sitting, should that be necessary, although I have, on two 
occasions injected on third day after primary operation. 
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A New Injector. The screw piston syringe requires the use of 
both hands in manipulation, the one on the barrel and the other at 
the handle. Frequently great force is necessary to turn the screw- 
piston and occasionally one is obliged to remove the needle from 
the imbedded fissues, in order to warm in sterile water before pro- 
cedure is possible. Thus it can be understood that considerable dex- 
terity as well as strength, is brought into play in order to control 
the point of the needle, while imbedded within the soft tissues, dur- 
ing the multiple injections. I have designed a syringe, which, by 
means of a large double lever and rachet piston, is operated with one 
hand. While there is no great haste ordinarily, surgery never looks 
lightly upon any device that will expedite. With one hand on the 
lever the paraffin is easily expelled in graduated quantities, while 
the other is left perfectly free for moulding and manipulation of the 
tissues. This device does away with danger of counter-opening, 
and greatly simplifies the use of the syringe at any angle. 

CONCLUSIONS. 

Observations in one hundred reported cases, together with a 
personal experience of over two years, seem to warrant the follow- 
ing conclusions : 

1. Paraffin is well adapted for use in prosthesis. 

2. In comparison with softer forms, paraffin, with melting point 
of 110 F., seems to be the ideal substance for subcutaneous injection. 

3. In the hands of the experienced operator, paraffin at a melting 
point of 110 F., is inert. In fact it seems justifiable to simulate the 
injected material, histologically, to so much fatty tissue, being fre- 
quently permeated and enveloped by minute trabeculz. 

4. Danger is practically nil. Those unfortunate cases of ne- 
crosis, misplacement, ‘etc., being eliminated by radical surgical and 
artistic scrutiny. 

5. When cold, sterile, semi-solid, parafin, free from-water of 
evaporation, and air, 1s injected into surgically clean tissue, the pro- 
duction of embolus is impossible. 

6. One twentieth body weight can be injected into a guinea pig. 
There is no known danger to life, in the correction of any deformity, 
however marked. 

%. Since many other foreign materials are introduced into the 
surgery about the head, and since danger of paraffin is practically 
negative, undue timidity seems unwarranted. The accidents in 
work with melted vaseline and other liquid materials should not be 
considered, in the statistics of today. 

8. The promiscuous puncturing of facial charlatans, should have 
no bearing whatever upon the scientific employment of paraffin. 
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9. Experiment shows that no absorption whatever of paraffin 
takes place in the human organism. 

10. Paraffin is equally well adapted for use in children. - Four 
injections, all under ten years of age, show gratifying and perma- 
nent results. As the child matures the presence of the injected ma- 
terial seems to act as stimulus toward increased proljferation of ad- 
jacent tissue, so that the growth will be along the line of correction 
rather than toward deformity. 

Case I. E. K., prize fighter. Nasal bones fractured with 
cartilages greatly displaced by a blow, in the ring, eight years ago. 
Tip of the appendage greatly elevated. Injected 27 minims without 
local or general anzsthesia. One week later, injected 21 grains, at 
site of original puncture. Result mutually pleasing. Several months 
after operation, patient, in ring fight, received two severe blows on 
nose without the slightest indication of displacement or inflamma- 
tion. 

Case II. Mrs. J. S., gouty history. Perforation involving carti- 
laginous and portion of osseous septum. Dorsum frightfully sunken. 
Hesitated about operating on account of lack of support of paraffin. 
Decided to inject paraffin with melting point at 130 F., deep into 
tissue above mucous membrane. This material fortunately acted 
as support for paraffin at 110 F., injected into overlying tissue. 
Introduced in all, 90 minims, at one sitting. Result entirely satis- 
factory, except for temporary extravasation below the eyes, caused 
by too great pressure on part of assistant. Case exhibited before 
the Allegheny County Medical Society, December, 1903. 

Case III. J. L., traumatic. At two years of age, was permitted 
to fall by nurse, against the arm of chair, striking nose, producing 
compound fracture. Large scar running cross dorsum from ala to 
ala. Adhesions released and thirty grains of paraffin injected at one 
sitting. Result surprisingly good. 

Empire Building, Pittsburg. 

















FOUR UNUSUAL TUMORS IN THE NASO PHARYNX. 


BY WALTER F. CHAPPELL, M. D., M. R. C. S. ENC. 
Surgeon to the Manhattan Eye, Ear and Throat Hospital. 

The chief interest in these cases is the unusually large size of the 
tumors. In one case the tumor was also of considerable pathological 
interest, as so far no similar one has been reported in the literature 
of our specialty. 

Case I. W.C., age 15 years, consulted me Sept., 1902, for diffi- 
culty in breathing, worse at night. Four years previously she had 
taken a severe nasal cold and since then was tunable to breathe 





through the F& nostril, this stoppage gradually increased, and during 
the past six months she has snored badly and slept very little, owing 
to choking attacks. Her weight decreased until it fell to seventy 
pounds. In general appearance she was pale, careworn and imper- 
fectly developed. The menstrual period had not yet appeared. 
Examination of the L nostril showed it to be partially occluded 
posteriorly. In the F nostril a whitish growth protruded anteriorly 
to within an inch of the anterior naris. On examination of the naso- 
pharynx a large reddish mass was found extending below the free 
margin of the soft palate and completely filling the naso-pharynx, 
this was removed with an adenoid curette which was pressed into 
the mass and then slowly pushed downwards and backwards, tearing 
the mass from its attachment to the posterior end of the inferior 
turbinated body. Slight hemorrhage followed. On examination 
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the mass presented a reddish white appearance, covered by a tough 
fibrous membrane. It was two inches in length, one and one-half 
inches in width and seven-eighths inches in thickness. 

The nasal respiration was immediately restored and sleep was bet- 
ter the first night than it had been in three years. The gain in weight, 
the first week after the operation, was three pounds, and four and 
one-half pounds more during the next three weeks; making seven 
and one-half pounds in a month. Two months after the removal 
of the growth the menstrual period appeared and a general im- 
provement in health took place which soon brought the patient to 
the average girls of her own age. ° 





Dr. Wright's Report. Microscopic. examination shows it to be 
largely made up of loose cedematous connective tissue covered by 
columnar epithelium undergoing some metaplasia and somewhat 
desquamated. There are very few vestiges of the acini of race- 
mose glands. There are a number of thin walled capillaries, and here 
and there very thick-walled arterioles. 

Diagnosis. Oedematous polypus. 

Case II. C. M., male, age 15 years, consulted me March 30th, 
1903, for a full feeling in the back part of his throat, nasal stoppage 
and choking sensation at night. The first symptom was a nasal 
stoppage and began about nine months previously and had grad- 
ually increased to the present time. 

On examination a large gray granular looking mass was seen to 
extend one and one-half inches below the soft palate, chiefly, on the 
left side. The patient complained of no pain, the hearing was not 
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impaired and his general condition was good. His sleep had been 
so much disturbed recently that he felt much exhausted. The mass_ 
was removed through the mouth with a pair of forceps, and was 
found to be attached by a pedicle not over one-eighth of an inch wide 
and one-sixteenth of an inch thick; in fact it seemed surprising that 
such a large growth could be held by such a small pedicle. 

It was first supposed that this tumor had its origin from the in- 
ferior turbinated body, but a more careful examination the following 
day showed that it. sprang from the superior vault of the naso- 
pharynx between the inferior turbinated body and the Eustachian 
prominence. 

On inspection the growth was found to be a pinkish-gray color, 
and the tissue on the surface arranged in small layers like shingles 
on a house or the scales of a fish. On palpation it felt very much 
like a sweet-bread, soft and elastic. There was very little hemor- 
rhage after removal, and all the symptoms were immediately and 
permanently relieved. 

On inquiry no reason could be assigned for the appearance of this 
growth, and the boy had always been healthy and had very few colds. 
I have recently seen the patient and there has been no return, his 
health has been greatly improved and he has gained a great deal in 
weight. 

Dr. Jonathan Wright's Report. On measurement this specimen 
is seen to have the dimensions 40x30x10 m.m., and is by far the 
largest growth of its kind I have ever seen, nor have I ever before 
seen such a growth, as the microscope proves this to be, with a pedi- 
cle. Essentially it is nothing more than an enormous exaggeration 
of the socalled, mulberry hypertrophies, very frequently seen in a 
less advanced stage at the posterior ends of the inferior turbinated 
bodies. The formation of the pedicle was evidently due to the size 
of the local hyperplasia, which, becoming moveable was gradually 
transformed into a pedunculated growth in a manner sometimes 
illustrated by the occurrence of the so-called supernumerary tonsil 
of the fauces. 

The pedicle is here made up, as is the bulk of the growth, of 
fibrous hyperlasia, in which are embedded a very large number of 
the dilated venous sinuses of the erectile mucosa of the part. The 
most remarkable and to me entirely unique feature of this growth in 
this situation is the occurence of lymph nodes. As is the rule in 
many local hyperplasias elsewhere, when excessive, (best illustrated 
in elephantiasis of the scrotum and lower extremities), we have 
here of course to a very limited degree, a lymphangiectasis in several 
places beneath the epithelium of the surface, which has progressed 
to such an extent that the areas of engorgement with round cells are 
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plainly seen by the naked eye and under the feeblest magnification are 
seen to be identical to all appearances with the lymph nodes of 
faucial and pharyngeal tonsils. 

The walls of these dilated lymph spaces are seen to consist in the 
sections of two or three strands of connective tissue, themselves 
channeled by ordinary lymp spaces containing one or two rows of 
mononuclear leucocytes. The larger lymph vessel or “node” having 
in each case the diameter of perhaps % a millimeter, is gorged with 
leucocytes. The recticulum of the lymph node, owing to defective 
preparation for this purpose, while evidently present is not easily 
identified in these sections. As in the many scores of the hyper- 
plasias from this region which I have examined, this is the only one 
in which I have seen lymphangiectasis of this character. I conjec- 
ture its occurrence here is due to the enormous size of the growth 
and the formation of a pedicle which must have caused defective nu- 
trition, or possibly congestion, of the lymph channels due to their 
compression in the pedicles. 





The other characteristics of the growth do not differ from those 
usually seen in hypertrophies of this vascular region. 

Supplementory Report. On further investigation this tumor was 
found to spring from the left tonsillar region by a small pedicle near 
the Eustachian tube. As to the foregoing clinical note, the micro- 
scopic evidence conclusively shows that most of the tissue which 
forms the tumor is derived from the erectile region of the inferior 
turbinated body. This is especially so of the pedicle which contains 
many caverneous venous sinuses. 

I, cannot believe that the lymphoid tissue is derived from the lym- 
phoid tissue of the pharynx. It is, I believe, the result of lymphangi- 
ectasis. We may imagine that it had its origin at the posterior border 
of the inferior turbinated body, where it lies in close juxta-position 
to the rch lymphatic supply of the lymphoid tissue of the pharynx, 
and that this proximity to large lymph channels may have had its 
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influence in the production of lymphangiectasis in the turbinate 
hypertrophy, but the growth is essentialiy a hyperplasia of the cav- 
ernous tissue of the nasal mucosa. 

Case III. This case was under the care of Dr. L. Emet Holt, for 
whom I removed the growth and I am indebted to him for the draw- 
ing. The growth was apparent below the free border of the soft 
palate, and caused the greatest amount of difficult respiration I have 
seen in a case of adenoids. 

Case IV. This case as shown is an unusually large single pharyn- 
geal tonsil in a child two years of age. The faucial tonsils were also 
very large and resembled the pharyngeal tonsi! so closely in general 
appearance and size that it was difficult to distinguish between them. 





The pharyngeal tonsil was plainly visible as a round ball like mass 
below the soft palate. The child was pale and emaciated and had an 
anxious appearance. It gained ten pounds in weight the three 
months subsequent to the operation. 

The great increase in weight after the operation in two of these 
cases shows the marked influence such an obstruction to respiration 
may have on the general condition. 

7 E. 55th St. 























A PEDUNCULATED BONY TUMOR OF THE NASAL SEPTUM 
BY JOHN DP. RICTMARDS, M. D., NEW YORK CITY. 

Patient a female aged 32. Has suffered from post nasal dropping 
of mucus during the past three or four years, with intermittent 
blocking of the nares. The right being the more frequently occlud- 
ed. Some intra-nasal operation was performed about two years 
ago. The nature of which it was impossible to determine either from 
the statements of the patient or from an examination of the parts. 
A stellate scar was situated upon the right iateral aspect of the oro- 

















pharynx, and the patient acknowledges having received about eight 
a course of mercurial treatment. There is but little 
doubt that she has had syphilis. Although there was found no trace 


years ago 





of the disease other than the above mentioned lesion which was of 
characteristic appearance. Examination of the nares anteriorly re- 
vealed a spur on right side of cartilaginous septum. Posterior 
rhinoscopy brought into view a small raspberry like tumor—situated 
upon the posterior portion of the right septum high up. The tumor 
mass protruding almost to the posterior margin of the vomer. Upon 
the application of adrenalin to the growth no appreciable shrinkage 
occurred. The case was referred to Dr. J. Wright for consultation 
and the diagnosis of probable angioma of the septum was made. 
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The ecchondrosis was first removed and some days later the tumor 
was snared—it being possible to carry out the procedure to some 
extent under inspection by aid of the mirror. No resistance was 
felt as the wire cut through the pedicle and the impression was given 
that the loop had failed to encircle the growth. Upon inspection, 
however, it was seen that the mass had been severed from its at- . 
tachment and brought forward toward the anterior nares. A pair 
of small nasal forceps sufficing to extract it. Upon examining the 
pedicle no trace of blood vessels could be seen, and packing the 
nares was not resorted to—no bleeding occurred. Up to the present 
time, four months since the removal of the growth, no return has 
been noticed. The size of mass was 1” by 4”, and it was stated 
by her physician who examined her three years ago, that the tumor 
was not present at that time. The chief interest in the case is cen- 
tered in the microscopical report of Dr. Jonathan Wright which is 
herewith subjoined: 


Microscopic examination of the tumor submitted by Dr. Rich- 
ards shows very exceptional structures. It is a long pear shaped 
body (1”x1%4”). At the large or distal end there is loose areolar 
tissue in which there are many venous sinuses similar to those of the 
inferior turbinated bodies and of the region of the nose from which 
this tumor sprang i. e., the upper posterior lateral surface of the 
vomer. The epithelium has been removed in manipulation and not 
enough remains to determine its character. There are a few race- 
mose glands. Beneath these is a rim of bone like a cyst of the 
middle turbinate, except that it has solid contents. 


I have had a drawing made of a section of the growth under low 
magnification. This section apparently falls through approximately 
the long axis of the growth. It bisects longitudinally a very muscu- 
lar arteriole (a), which for the course here shown runs parallel 
and about equidistant from the walls of what may be a cylinder of 
bone or may be ovoid shell. Besides the large arteriole its contents 
are fibrous tissue and smaller blood vessels '(d), but it contains 
neither glands nor venous sinuses as does the tissue external to the 
bony rim. 


On searching through the indices of the Centralblatt f. Laryn- 
gologie since its foundation, extending over a period of nearly 20 
years, I find no reference to any growth of this nature. 


Ass to its pathogenesis I am at a loss to account for it. I can only 
conjecture it had its origin in embryonal life. This would not fall 
in very well with the history, where it is stated that a competent 
laryngologist failed to note its presence three years ago. It would 
seem very unlikely that in such a time normal appearing bone could 
have thus formed in a new growth. I doubt if the patients syphilis 
had. very much to do with it. I can only conjecture that it had its 
origin in embryonal life and developed with the growth of the 
erectile tissue, possibly favored by the sensuous life of a prostitute, 
such as ihe patient appears to have been, there being, as is well 
known, a direct reflex connection between the organs of generation 
and the erectile tissue of the nasal mucosa. 





A VALUABLE ADJUNCT.* 


BY B. S. GAILEY, M. D., JACKSONVILLE, ILL. 
















The above instrument, made for me by the ‘surgical department 
of F. A. Hardy & Co., Chicago, having given such splendid satis- 
faction, I take pleasure in presenting it to the profession as an instru- 
ment of great practical value in warming spray solution and eye 
collyria, 





¥.A.HARDY & CO, CHICAGO 











In an instrument for this purpose it is very necessary that the de- 
gree of heat be under easy control. This is provided for by a sinall 
rheostat just over the lamp, by turning the button of which 2, 4, 8 
or 16 candle power can be obtained. 





* Designed for keeping medicaments employed in spraying the cavities of the nose and throat at any 
desired temperature 
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I have tested my instrument for about five months, and ‘find that 
by turning on the light 2 candle power on entering the office, in fif- 
teen to twenty minutes the solutions are warmed to the proper de- 
gree, and remain so unless it be during cold weather or when using 
the solutions rapidly and replenishing, 4 to 8 candle power may be 
turned on for more rapid warming. 

There is space for six or seven atomizers, or one can have as I do, 
opening for five atomizers and two bottles for cocaine and atropia. 
This can be varied as you please by having holes made to order. 
To work, satisfactorily, it should be turned on at, or shortly before 
office hours, and continued uninterruptedly until their close. 

In this connection I find that the 2 to 4 candle power necessary 
under all ordinary circumstances, costs but from 4 to 4% as much 
for current used as when a 16 candle power light is burned full, 
which in a month will amount to considerable. 



















































SOCIETY PROCEEDINGS. 


THE LARYNGOLOGICAL SOCIETY OF LONDON. 
Ninetieth Ordinary Meeting, May 6th, 1904. 
CHARTERS J. SyMonpDs, M.S., Vice-President, in the Chair. 

The following cases and specimens were shown: 
Case of Complete Submucous Resection of Deflected Septum. 


Shown by Dr. St. Claim Tuomson. Through the kindness of 
a private patient, I am able to show a case in which a large devia- 
tion of the septum has been completely excised, but with preserva- 
tion of the muco-perichondrium on each side. 

The operation performed in the case presented to-day differs, I 
think, to a considerable extent from any other previously described 
or exhibited in this country. 

It is impossible to give anything like an adequate description of 
the operation in the short time at my command, but, briefly stated, 
it is as follows :— 

An incision is made through the perichondrium, on the convex 
side, and the membrane reflected. The cartilage is then divided 
through to the under surface of the mucous membrane on the oppo- 
site side, which is not incised. The two layers of mucous membrane 
are separated as far back as necessary, and the deviated portion is 
then excised. 

From the specimen which I hand round, it can be easily seen what 
a large and extensive deviation with part of the bony septum can 
thus be removed, and it will also be observed that hardly any other 
method of operation could have satisfactorily relieved the case. The 
two mucous membranes come in apposition; the healing is rapid; 
and as the mucous surface, with its ciliated epithelium, is thus pre- 
served, there is no risk of any atrophic condition, and the period of 
healing is reduced to a few days. 

Mr. Stmonps said he did not understand from the. introductory 
remarks made by Dr. Thomson whether the deflection was confined 
to the cartilage or involved the bone. He heartily congratulated him 
on the excellent result. He thought the man’s nose was altered in 
shape, and he asked the patient, who said that if anything it was 
straighter than it was before. 

Mr. Baser congratulated Dr. Thomson on the successful op- 
eration in this case. He noticed there was a little prominence left 
in the lower part of the vestibule on the right side. He would like 
to ask whether Dr. Thomson found this operation more difficult in 
young persons. Once, in operating on a boy of 15, he found great | 
difficulty in separating the periosteum from the cartilage. He 
thought it might be advisable to limit the operation to older persons. 
As far as memory served him, the youngest patient in the series ot 
cases given by Menzel, in describing the operation with successful 


results, was 18 years old. 
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Dr. GRANT said the result was ideal, and re-echoed the approba- 
tions expressed by Mr. Baber. What knife was used? What pre- 
. cautions were taken to minimize the risk of buttonholing the muco- 
periosteum on the other side? 

Dr. PEareR asked Dr. Thomson whether he had also done the 
operation of which Mr. Tod had shown examples at the last meet- 
ing, and, if so, he would be glad to have the benefit of his experience 
as regards the merits of the two operations, and the time relatively 
occupied. 

Mr. Top asked how long it took to perform this submucous resec- 
tion. He had himself attempted it, but had found it extremely diffi- 
cult, especially when working far back in the nose, and for this rea- 
son he now removed the mucous membrane on the obstructed side. 
He ustially had to perform this operation in the out-patient depart- 
ment, where time was of value. The great disadvantage of the sub- 
mucous resection was the long time it took-to perform; its great 
advantage, which was well shown in Dr. StClair Thomson’s case, 
was the rapidity of healing: 

Dr. SCANES Spicer asked what were the points in which these 
recently discussed operations differed from the older operations of 
submucous resection. He congratulated Dr. Thomson very consid- 
erably on the result of his case. 

Dr. SMURTHWAITE had shown a similar case eight months ago, 
to the Northumberland and Durham Medical Society, a description 
of which appeared in the journal of that Society. He himself ex- 
perimented first on a number of cadavera, and a year ago last Jan- 
uary did his first case on the living subject, afterwards showing it 
as a good result to the above-mentioned society. He had done five 
others, all under local anzesthesia—one last week with a perfect re- 
sult. 

Dr. SrCratrr THomson, in reply, said that some of the bony sep- 
tum was removed; it could be seen in the specimen. There was mucl 
difficulty in getting at the spine of the superior maxilla, of which, 
as Mr. Baber lad rightly noticed, part still remained. The spine 
lay below the level of the vestibule, and was difficult to follow down. 
He took a good portion off, as could be felt amongst the debris. The 
knife he had made was one which cut all round the point. With \ 
he made an incision on the convex side about five millimetres inside 
the junction of the skin and mucous membrane. The precautions 
to avoid buttonholing are simply patience and perseverance; and 
were particularly required when cutting through the cartilage, to 
avoid going through the mucous membrane on the opposite _ side. 
He did it by watching from time to time the opposite nostril to make 
sure of not puncturing the mucosa. He did not find the difficulty 
in avoiding making punctures when cutting the cartilage as much 
as in separating the mucosa from the concavity, as was mentioned 
as the last meeting. In this region there seemed to have been re- 
peated attacks of a chronic inflammatory nature, which rendered it 
very adherent to the cartilage. He had never done the “fenster- 
resection” operation recommended by Mr. Tod at the last meeting, 
because he thought the preservation of the mucous membrane was so 
important, the healing much quicker, there was no possibility of 
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atrophic rhinitis, and the outside appearance was as good. This 
method on all these points seemed to have a great superiority. As 
to the appearance, he had had his case photographed before the op- 
eration, and it would now be seen that the patient’s appearance was 
decidedly improved. The patient himself was well pleased with it. 
As to the length of time taken, the patient was two hours under 
the anesthetic. He had taken three hours in the case of a patient, 
whom he would show at the next meeting, in whom a long spur went 
as far back as the vomer. The time taken was the great drawback 
to the method. He had seen the operation performed in Germany 
by Professor Killian, who took one to one and a half hours under 
cocaine. As to the “ novelty ’’ of the operation, the question of pri- 
ority was not of very great importance; the useful thing was to es- 
tablish the method as the best known at present for marked devia- 
tion of the septum. Dr. Thomson said that he himself at the last 
meeting had quoted Dr. Greville Macdonald as describing a similar 
method in his book published in 1890, But that method, although 
saving the mucous membrane, only aimed at removing superabun- 
dant cartilage, and could not for a minute compare with the com- 
plete excision of the deflected septum. As to the hemorrhage in the 
earlier cases, he used a submucous injection of cocaine and adrena- 
lin, but in the latter cases he had only plugged the nose for twenty 
minutes with adrenalin and cocaine, and not a teaspoonful of blood 
was lost. The operation was practically bloodless. He put no 
sponge in the postnasal space, and it was not even necessary to 
sponge out the mouth once. After ineising with the knife he had 
shown them the muco-periosteum was reflected as described. He 
then took out a large piece of the deviation with an ordinary pair 
of nasal scissors. As he worked farther back, he contented him- 
self with punching out. The forceps used differed from Grun- 
wald’s in that the male blade was not fenestrated. He had adopted 
the needle holder (shown) for stitching, as he had great difficulty 
with others; possibly it was not original. With it he used Arbuth- 
ot Lane’s needles for cleft palates, and very fine silk. The gveat 
advantage of the sutures lay in the doing away with nose plugging, 
the patient being comfortable from the moment of operation. 


A Group of Cases of Deflection of the Septum Rectified by 
Moure’s Operation. 


Shown by Dr. Prater. Five patients were present holding cards 
in their hands containing rough details, and numbered in their pre- 
cise order and sequence of operation. Two were  polypus 
cases, and each one differed from another in particulars of treat- 
ment.. 

Case 1—T. W.—. et. 48. Case of ethmoidal disease with nu- 
merous polypi blocking the expanded right fossa, some also in the 
left, but only just visible owing to exaggerated left deviation com- 
mencing in the vomer near the choanz where the bone was deeply 
indented, and involving the ethmoid plate and triangular cartilage, 
the latter chiefly in the region of the middle meatus. This case, 
therefore was beset with unusual difficulties, and not yet quite out 0% 
hand. After polypus removal and curettement in the right fossa, 
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Moure’s operation was done, enabling a number of polypi to be 
snared from the left fossa, into which they had quickly descended 
on removal of the splint. Subsequent tumefaction of the so-called 
tubercle required a shaving to be taken off, and the raw surface had 
not yet healed. The breath-way through the left side had been 
freely restored, but the fosse did not present by any means their 
final appearance. At this stage a fissure was discernible along the 
maxillary crest; and was likely to remain. Dr. Pegler had not hith- 
erto met with this residuum in a ““Moure,” but the extent of the 
deflection rendered it apparently inevitable. 

Case 2.—G. A—, a youth with marked cartilaginous deflection 
to the left. He had a lisping impediment and high-arched palate. 
After rectification of the septum, right anterior turbinotomy had 
been done, and an ample breath-way on either side was the result. 

Case 3.—S. C.—, who would be recognized as the Scotsman 
in the group, an old patient, who six years ago had had anterior 
turbinotomy performed, and now turned up again dissatisfied with 
his nasal condition. The fosse were of an exceedingly narrow 
type and had always given difficulty, but the patient was importu- 
nate. Moure’s operation left really little to be desired in the case, 
but a bony exostosis had been brought into view far back in the 
right fossa which still remained to be dealt with. 

Case 4.—H. G—. Long antero-posterior deflection to the left. 
Numerous polypi removed from right fossa and spur sawn from 
stenosed left fossa last autumn. Found still attending amongst 
the old patients in March last complaining of left-sided obstruction. 
Moure’s operation done. Patient returned to work in a week; sep- 
tum now quite level both sides and free breathing. 

Case 5.—W. P—. Strong deflection to the left. As in Case 2, 
after Moure’s operation the encroachment upon the neighboring 
fossa required something more. A shaving taken from the trian- 
gular cartilage anteriorly to the deflection gave excellent ultimate 
result. 

Mr. WaacGett said, with regard to Moure’s operation, that a 
great advantage it possessed was the rapidity with which it could 
be done, 7. ¢. 60 seconds under nitro oxide anzsthesia. The results 
here spoke for themselves as being good. Moure’s was a scientifi- 
cally conceived operation, and the splints which had to be used 
for from five to eight days did not infringe on any raw surface, 
the cuts being placed above and below the area afterwards covered 
by the splint. 

Dr. Grant said he was in complete accord with regard to Mr. 
Waggett’s remarks upon Moure’s operation. He had made a simpli- 
fication in it which he had put into practice in one or two cases. In 
the first place, Moure’s operation was entirely for those cases in 
which the deflection was in the cartilage. This could be obliterated 
for the moment by putting a needle in from the concave side and 
taking it out through the convex side, straightening the septum, and 
then bringing the needle out again to the original side behind the 
concavity. After this Moure’s incisions could be made. The 
whole operation could thus be very quickly performed. 

Mr. Baser thought these results very satisfactory on the whole. 
As regards the question of the needle, he remembered thirteen or 
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fourteen vears ago operating on several cases by making an incision 
through the cartilage above and below, pushing it across and retain- 
ing it in position by means of a steel pin passed through it on the 
previously concave side. The head of the pin rested in the vestibule 
and the point on the septum behind the deflection. It kept in situ 
long enough the pin retained the cartilage in position. It might be 
worth while trying this method after the use of Dr. Pegler’s shears. 

Dr. Lack said he was pleased to hear Mr. Waggett’s remarks, 
because he thought some member ought to enter a strong protest. 
The majority of cases of deflected septum could be quite satisfac- 
torily treated by a small short operation involving no very great 
risk, and he doubted very much whether operations requiring two 
to three hour‘s anzesthesia were really justifiable. 

Dr. SMURTHWAITE said with regard to the two operations that 
one ought to select one’s cases. He would not think of doing a 
long operation on a nervous patient under local anzsthesia. li there 
was plenty of room on the opposite side one could do Moure’s opera- 
tion. On the other hand, if the lumen of the opposite nostril was in- 
clined to be narrow, then he would advise submucous resection. 

Dr. Hersert TIt_ey-could thoroughly endorse the remarks made 
by Dr. Pegler with reference to the obstruction caused by over- 
correction of a deviated septum. For a long while past he (the 
speaker) had made a rule always to commence the operation for 
deflected septum by removal of the anterior half of the inferior tur- 
binal on the free side, otherwise this side invariably became the ob- 
structed side after the septal deviation was corrected. 

Dr. PrGLer, in reply, thanked the Society for the interest ex- 
hibited in his cases. Touching Dr. Grant’s and Mr. Cresswell 
Baber’s observations upon the pinning of the convexity as an aid, 
he had no doubt of its value in their hands, but he had never had 
occasion to try it. He had, however, long advocated anterior tur- 
binotomy as a frequently indispensable adjunct, and the cases he 
was then showing exemplified the fact. The time taken up was 
infinitesimal in comparison with submucous resection methods. A 
week ago he completed a Moure operation in a minute or two under 
cocaine, as one of his friends now present would testify; the pa- 
tient was leaving hospital quite healed that day. 


Ulceration of Epiglettis and Vocal Cord in a Boy of 12. 


Shown by Dr. Ketson. A boy et. 12, who for eight months 
had suffered from hoarseness; both vocal chord and the epiglottis 
were ulcerated. There were no signs of hereditary syphilis. There 
was a family history of phthisis, but no changes were to be found 
in the boy’s lungs, nor tubercle bacilli in his sputa. The disease 
was thought to be lupus. 

Parotid Swelling in a Boy zt. 14. 

Shown by Dr. Ketson. A boy suffering from a soft semifluct- 
uating swelling in the right parotid region. Said to have existed 
for two years: it is not tender or painful, and is slowly increasing 
in size. 

Tuer PRESIDENT said views of members as to the diagnosis were 
desired. He thought it arose in a foetal relic of the branchial cleft 
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in that position. He had seen such a tumor in front of the ear 
and it was translucent. He himself did not think it was an ob- 
struction of the parotid duct from the fact that there was no history 
of any alteration in size during meals. 

Mr. DE SANTI came to the conclusion that this condition was con- 
nected with some foetal remains, i. ¢. a branchial cleft, and had been 
present much longer than the patient was evidently aware of. He 
did not share the opinion of some that it was a fatty tumor; the 
skin was not adherent at all, it was too soft and not lobulated. 


Linear Perforation of Left Vocal Cord. 


Shown by Dr. H. J. Davis. This woman, zt. 39, has swollen 
granular chords, and there are physical signs of consolidation in 
the right apex; hoarseness has persisted nine months. There is 
a small nodule on the left chord, and during phonation an elliptical 
opening is momentarily visible in the middle third of the chord. 
The perforation is in the chord, and it is not, I think, the result 
of any previous ulceration. 

Sm Fet1x Semon thought this laryngeal appearance a very un- 
usual one, and had not seen anything like it before. It was not 
easy to see the slit, but it could -be noticed at occasional moments 
when the patient phonated. Once he had a distinct glimpse of it. 
He had no opinion to offer as to its nature, and its pathology was 
very difficult to understand. He had certainly not met with any 
tubercular ulceration leaving a slit such as this behind. 

The PRESIDENT said that he understood that there were signs of 
tuberculosis in the right chest. The margins of the slit were so 
parallel to one another that the opening resembled a congenital 
defect. 

Dr. DoNELAN said he remembered seeing a case under the care of 
the late Sir Morrell Mackenzie in which a vocal cord had a longi- 
tudinal slit separating a thin slip on the inner edge of the cord. It 
was thought to be congenital. 


Woman with Chronic Cough. 


Shown by Dr. Davis. This woman, zt. 40, has been attending 
various hospitals for a chronic and persistdnt cough for eight 
years. She came to the medical out-patient department at the 
West London Hospital and asked “for some cough mixture, though 
it never did her any good.” ‘There were no physical signs in the 
chest, but the uvula is elongated, and the pharyngeal mucous mem- 
brane shows atrophy to an extreme degree, and the pallor of the 
atrophied parts is accentuated by the presence of two vertical bands 
of red, hypertrophied mucous membrane, extending downwards. 
The’ appearance at first suggests healed ulceration, but the condition 
is, | think, that of athophic pharyngitis only. Both turbinates are 
enlarged, and there is nasal obstruction. The patient does not com- 
plain of any throat symptoms and she has never had any trouble 
with her throat to her knowledge; she had had two miscarriages, 
and five children healthy. 

Dr. FrrzgeraLp Power tt thought there was not much doubt about 
this being a case of specific ulceration of the*posterior wall. There 
Was present undoubted cicatricial tissue and granulations which were 
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in all probability syphilitic. One could make out the “puckering” of 
the cicatricial tissue when she retched quite plainly, and the granu- 
lations caused the cough. 

Mr. Atwoop THoRNE asked if the case could be shown again. 
Both nostrils were blocked and there was a nasal discharge. In 
his opinion it was simply a case of atrophic pharyngitis due to dis- 
charge from the nose, not a case of ozzena. 

Dr. SMURTHWAITE said both nostrils seemed to be_ blocked, 
and the patient during the night was probably a mouth-breather; 
if the nose were treated, he thought the pharyngitis would gradually 
disappear. 

Str Frerrx Semon endorsed the opinion given by Dr. Powell on 
the condition of the pharynx. He did not examine the nose because 
Dr. Davis told him the point of interest in the case was the pharynx 
only. He had no doubt of there having been a broken-down gumma 
on the posterior wall of the pharynx, and they were now seeing the 
results of it. 


Globular Swelling of Right Side of Larynx in a Man et. 29. For 
Diagnosis.| 


Shown by Dr. Davis. The patient was shown at this Society last 
April, 1903( and notes of the case and the discussion thereori were 
printed in the ‘Proceedings’ of that date. 

The tumor is certairily a little larger, and it now gives rise to 
some dysphagia, and for seven years the patient has been hoarse. 
There are no other symptoms. As the patient had some physical 
signs in the chest, and there was a tubercular family history, the 
exhibitor was inclined at first to think the condition tuberculous, 
but it is evidently not this nor sarcomatous (which was the opinion 
shared by several members), as the condition of the larynx is prac- 
tically unchanged. He was now inclined to think the tumor was 
an adeno-fibroma, which he believed was the opinion expressed by 
Mr. Waggett last year. It is too soft for an enchondroma and 
too vascular, as members will remember that when the growth was 
punctured with a rectangular palate-needle hemorrhage was pro- 
fuse. The patient has not been attending the hospital for twelve 
months. 

The opinion of members at the first meeting was against any 
operative interference. 

Mr. Symonps said not only was the diagnosis important, but sug- 
gestions for treatment were required. Was it getting larger, and was 
there greater difficulty in speaking? 

Str Fettx Semon reminded the Society that he had shown a 
similar case, which had been reproduced with an illustration in the 
‘Proceedings,’ and opinions on which had diverged extremely at 
the time. It had remained im statu quo and the patient had been un- 
willing to have any operation. When reading the latest edition of 
Paul Bruns’ ‘Surgery of the Larynx,’ he came across an absolutely 
analogous case. The author performed an external operation; the 
whole thing shelled out, and was found to be fibro-myolipoma. 
Considering that the outlines of the larynx in this man were so 
well preserved, although much thickened, he thought it was likely 
to be something of the same kind. 
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Dr. Lack had seen a very similar case under the care of one of 
his colleagues. Thyrotomy was performed, and the tumor turned 
out to be a fibroma. He thought this was a simple tumor, what- 
ever its exact nature might be. 

Dr. FirzGeraLp PowELt would not offer an opinion as to the 
character of this growth, but evidently it was benign. He could not 
understand the reason for keeping such growths in situ, and not 
removing them by operation before they began to cause trouble by 
their size and pressure. He remembered the case shown by Sir 
Felix Semon in which the growth was somewhat similarly situated, 
and on pressure caused severe retching. He wondered then why 
he had not removed it, though Sir Felix explained that the patient 
was very nervous and that the growth was doing no harm, and he 
did not think it advisable to remove it. He certainly thought in Dr. 
Davis’ case that a thyrotomy should be performed, when the growth 
would be found to shell out easily. 

Mr. SyMOnDs remarked that the Society seemed agreed that this 
was an encapsuled growth, and as to its exact nature there was 
room for doubt. What was the best way of attacking it? He 
thought a sub-hyoid laryngotomy would do less damage and be 
quite sufficient to enable one to obtain full access. 

Mr. WaGGETT? said its situation was such that it would be readily 
got out by thyrotomy. It was an operation of very slight conse- 
quence, and he would suggest its performance in this case. 

Dr. Davis said it had become a little larger than formerly. There 
was no trouble beyond aphonia and hoarseness, and inconvenience 
in swallowing. The man did not come up for treatment, and so 
far he was perfectly safe, though the breathing might at any time 
be seriously interfered with if it became larger. ‘ As regarded his 
opinion on its nature, first of all he thought it a case of phthisis, 
as there were physical signs of consolidation, but for the past year 
there had been no change at all in this condition. He was inclined 
to think it was what Mr. Waggett suggested, a simple adenomatous 
tumor. It was hard in parts and soft in others. It was impossible 
to remove a piece because: the swelling was so round that no forceps 
would get hold of the tissue. 


Angioma of Left Maxillary Antrum 

Shown by Dr. AvdotpH Bronner. Woman et. 60 complained 
of the left nasal obstruction for two or three weeks and occasional 
slight hemorrhage. A grey irregular mass occluded the left nostril. 
On partial removal there was severe hemorrhage. Growth is soft, 
and through it a bent probe can be passed into the antrum. Has 
every appearance of a malignant growth. 

Report of Clinical Research Association. 

“The substance of this tumor is so thickly permeated with capil- 
lary. vessels that it may be called an angioma. The vessels are 
very thin-walled, and are embedded in myxomatous tissue like that 
of a gelatinous nasal polypus. On the surface of the growth there 
is a thick coating of granular exudation.” 

Mr. Symonps asked whether the case wa still under treatment 
or whether it was proposed to undertake any larger operation. 

Dr. Bronner said he intended to open up the antrum, scrape it, 
and remove the growth. 
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Case of Soft Vascular Growth (+ Beeding Polypus’’) Attached 
to Cartilaginous Septum Nasi in a Woman et. 38 ; Re- 
currence Six Weeks after Removal (Section of Growth). 


Shown by Dr. Scanrs Spicer. Dr. Scanes Spicer was informed 
there had been recurrent epistaxis for seven months, starting when- 
ever the nose was touched. Patient had been told she had a polypus, 
and it was removed in the provinces about six weeks ago. Symp- 
toms recurred, and the mass became larger than ever; it is now 
the size and shape of a large frock-coat button, and almost entirely 
obstructs the left nostril. Surface lobulated and bright red; sug- 
gests a raspberry. Sessile, but with a very limited attachment to 
septal cartilage about its center. Small portion cut off for histologi- 
cal examination. Very free bleeding; stopped with cotton-wool 
plug and pressure. 

Prof. Wright and Dr. John Broadbent report the growth to 
belong to the malignant group, and that the histological structure 
shows angiomatous, sarcomatous, and fibromatous tissue. 

The treatment proposed is free excision, curettement of Site of at- 
tachment, and galvano-cautery after freely applying a wad of 
adrenalin and cocaine. 

Dr. GRANT recommended a further removal and scraping followed 
by galvano-cauterization of the base of the growth. This procedure 
was very successful in many cases. It certainly was in the case of a 
patient whom he treated and saw a number of years ago along with a 
ditinguished member of the Society. In this the pathologists had re- 
ported the presence of sarcomatous elements, but the treatment 
adopted resulted in complete absence from recurrence. 

Dr. PEGLER said that in spite of the sarcoma-like appearance under 
the microscope of some cells, he thought they might safely banish 
the idea of malignancy even of a low grade from their minds. In 
his opinion it was a’fibro-angioma of the septum. He should feel 
glad if Dr. Spicer would refer a slide to the Morbid Growths Com- 
mittee. 


Specimen of Growths (with Microscopic Slides) from a Case of 
Chronic Antral and Ethmoidal Disease. For Diagnosis. 


Shown by Dr. Scanes Spicer. Dr. Scanes Spicer removed 
these growths from a woman ext. 50. She had suffered for many 
years from chronic nasal obstruction with recurrent bouts of acute 
head colds, profuse watery rhinorrhcee, and sometimes purulent dis- 
charge. These attacks were attended with severe headaches, which 
prostrated her for days together. In general condition she was 
thin, aneemic, and highly sensitive—in fact, worn out by her recur- 
rent attacks. 

In September, 1903, after a rather longer attack than, usual, 
she was found to have a marked swelling of the cheek, due to an 
expansion of the bone over the right maxillary sinus. The right 
middle turbinated body was represented by a large, thick, fleshy mass 
filling the upper part of the nose, and between which and the outer 
wall bright yellow gummy fluid and opaque pus escaped. Transil- 
lumination showed blackness over antral region of right cheek, as 
compared with unusual translucency elsewhere, including frontal 
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sinus region on both sides. Removal of the diseased middle turbi- 
nated mass, exploration of antrum, removal of any disease found 
there, and free drainage into nose were recommended. This was 
consented to. The antrum and .ethmoidal cells were crowded with 
masses like ordinary polypi. These were evidently under pressure, 
as they sprung outwards when the middle turbinated ledge was re- 
moved and when the antrum was opened. Besides the polypi were 
large flakes and plugs of putty-like semi-solid matter resembling 
that seen in cholesteatoma, and other hard, solid yellow masses like 
pieces of dry gum arabic; also masses of curdy granular pus. The 
ethmoidal and antral masses seemed identical in character and con- 
tinuous. At the time of operation the debris and gummy masses 
completely filled a 1-oz. stoppered bottle, and the polypi (of which 
over eighty were counted) more than filled another, Recovery was 
uneventful and satisfactory, and was followed by subsidence of all 
the symptoms and distress. 

In April, seven months later, her medical adviser reported that 
though she had had a severe catarrh, none of the. antral symptoms 
nor general distress had recurred, and that she had no symptoms 
of antral disease at all; but the patient is in the tropics, and personal 
thinoscopic examination had not been made by him (Dr. Scanes 
Spicer ). 

Clinically the case, though a very severe and long-standing one, 
can hardly be said to have any extraordinary features; but the 
point of interest is—what is the nature of these tumors? The ex- 
pert report says sarcoma-endothelioma. Clinical experience shows 
that in many of the growths removed in these chronic antral cases 
the histological report suggests a treatment and prognosis utteriy at 
variance with the future clinical history. Opinions are solicited 
as to what weight is to be attributed to the microscopical appearances 
in this case. 

The growth is largely made up of a fibrinous network, embedded 
in which are rounded cells with one or more nuclei.-Some of these 
cells occupy separate spaces, others lie in extensive clusters and be- 
come polygonal in outline from mutual pressure. Islands of in- 
flamed fibro-periosteum are seen studded with cells, rounded and 
elongated in shape, and much smaller than the clusters above de- 
scribed. No vessel can be seen in this growth, either embryonic 
or fully formed. In many places the tissue resembles cedematous 
granulations, but the large cells with prominent nuclei are too big 
to be regarded as leucocytes, and we are inclined to regard them 
as sarcomatous in origin. 

A further section of several pieces of growth confirms the diag- 
nosis of neoplasm, and we are inclined to regard the cells composing 
it as belonging to the type of sarcoma now called endothelioma. 

Mr. Waagerr said the microscopic appearance was very interest- 
ing, and he thought the Morbid Growths Committee should ask for 
the slide. 


Specimen and Microscopic Slide from a Case of Epithelioma of 
Soft Palate 
Shown by Dr. Scanes Spicer. Man, et. 84. - Free excision, 
recovery; freedom from recurrence and perfect comfort for three 
months ; later recurrence in side wall of pharynx and cervical glands. 
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The growth is an epithelioma which started on the oval aspect 
of the soft palate. There are numerous cell-nests and much round- 
celled infiltration in the neighborhood of the ingrowing processes. 
The naso-pharyngeal surface shows much leucocytic infiltration 
deep to the columnar epithelium, and in this there are one or two 
cystic spaces lined by proliferating columnar epithelium, and the 
cells here have in a few places destroyed the integrity of their base- 
ment membrane and appear ready to proliferate in a centrifugal 
manner. ; 

The tiny fragment to be specially reported upon is made up largely 
of muscles, fibrous tissue, and mucous glands. The surface epi- 
thelium is columnar, and deep to it is a broad, layer of infilt-ated 
submucosa, but there are no cancer cells in this tissue. But lying 
free from it there is a mass of malignant epithelial cells. 


Infiltration of Left Arytenoid Region. 


Shown by Dr. Furniss Porrer. The patient was a man et. 62, 
with a history of syphilis contracted forty years ago, and with 
cicatrices on the palate and pharynx. When seen in March last 
a large swelling was observed in the left arytenoid region extending 
to the aryepiglottic fold, which obscured the posterior part of the 
left cord, and considerably hampered its movement. There was some 
difficulty in swallowing, but no pain, and no enlarged glands were 
detectable. The patient stated that his throat had begun to trouble 
him in September last. He had been taking iodide of potassium and 
perchloride of mercury for some weeks previous to being seen by 
exhibitor. On April 7th, owing to a sudden increase in the laryn- 
geal swelling, the breathing became embarrassed to such an extent 
that tracheotomy was performed. The swelling, which rapidly sub- 
sided—the tube being removed on the ninth day after insertion— 
was obviously an attack of acute cedema: the urine examined from 
time to time showed small quantities of albumen. The chronic 
swelling in the arytenoid region remained unaltered. The question 
was, was this to be regarded as a syphilitic lesion? Anti-syphilitic 
treatment had had no appreciable effect, and since the attack of 
cedema had not been resumed. The case was shown in the hope of 
obtaining the opinion of members as to the nature of the infiltration. 


Case of Extensive Lupus of the Nose (cured), Palate, Pharynx, 
and Epiglottis. 


Shown by Dr. Hersert Tittey. The patient, a female et. 54, 
was shown in order to elicit the opinion of members of the Society 
as to how far any local treatment was advisable. 

The patient was referred to him a month ago by Dr. Radcliffe 
Crocker with a view to improving the throat condition by opera- 
tive interference, but since that time the patient had been in the 
country and her general and local condition had much improved. 
In particular the breathing was quite comfortable, whereas a 
month ago it was a question whether a laryngotomy would not be 
advisable because of the difficulty of inspiration. 
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Dr. THoMson suggested the great advantage of the galvano-cau- 
tery in these cases. He had several cases of lupus of the palate, 
pharynx, and larynx under observation, and he was very much struck 
by the way in which they were healing up under the galvano cau- 
tery. He had two cases in hand at the present time, which he pur- 
posed showing to the Society, as he possessed drawings of what 
their condition was before treatment three or four years ago. They 
were now completely healed. 

Sir FeLtx Semon had no doubt as tothe case being one of lu- 
pus, not only on account of the appearances on the mucous mem- 
branes, but also because the external manifestations had been present 
for years. When he saw the case some weeks ago, the changes in the 
pharynx and larynx were absolutely characteristic. The patient 
was now better than when he had seen her. Such temporary im- 
provements were in his experience not very uncommon in lupus. 
As regards the use of the galvano-cautery in such cases, he wished 
to mention that one might get very good results indeed. He had 
shown many years ago the case of a woman to the Clinical Society 
in whom there was more extensive luous of the larynx than in this 
man, and which was ultimately quite cured by means of the galvano- 
cautery. However, one reauired an enormous amount of patience 
in treating these cases, as no doubt Dr. Thomson would duly ex- 
perience. When one thought one had effected a cure, one would 
have to begin again to recurrence. Personally in this case of his 
own he would have given up treatment if the patient, who had more 
confidence in it than he himself had, had not begged him to con- 
tinue. The ultimate result justified the continuance, for the larynx 
was got into good condition which he would not have believed 
possible when he began treatment. He met the patient fifteen years 
afterwards at the seaside, and her voice was better than at the time 
of his demonstrating the case before the Clinical Society. There- 
fore, if one was prepared to spend the necessary amount of time, 
encouragement could be held out to treatment by the galvano-cau- 
tery. 


‘ 


Partial Paresis of Soft Palate ; Paralysis of Left Cord. 


Shown by Dr. Davis. This patient is a cabman, et. 48, and 
he has been for fifteen years in the United States Mercantile Marine. 

He complains of headache, regurgitation of fluids through the 
nose, general weakness and wasting of the muscles of the right 
arm, slight cough and hoarseness. 

There is complete fixation of the left cord in the middle line, 
but the voice is not appreciably altered—it is husky and high-pitched, 
and this he has noticed for six months only. The pupils are unequal 
and the knee-jerks exaggerated. The face is somewhat expres- 
sionless and the patient a little confused. The pulses are unequal, 
the left being retarded, but there are no physical signs of aneurysm 
or any mediastinal growth (the patient has not been examined by 
the X-rays), and the neart beats are very feéble. 








652 SOCIETY PROCEEDINGS. 


The patient has been a man. of fine physique, but he has wasted 
considerably, and he walks with the bodv bent forward. I think 
the case is specific, though the patient is no better under treat- 
ment, but the nature and site of the lesion is at present obscure. 
I should be glad to have the opinion of members on this case. 

Patient writes of himself:—‘‘I am very undecided and absent- 
minded, and at times when I am readine I read the lines of reading 
over and over again and fail to understand what I am reading 
about, especially at the spring and fall of the leaf. I am given to 
dropping small things, especially bread and butter, when I sit down 
to eat my food. My finger nails are always breaking short, and 
I am getting weaker. I have violent pains in the head, and I am 
exhausted on the least exertion, and I have palpitations of the heart.” 

The handwriting of the patient is firm and decided, and there are 
no tremors of the hands. 

Dr. HALL said from an examination just carried out hurriedly 
there was a difference in the pupils and in the pulse. Before ex- 
cluding aneurysm a careful examination of the chest should be 
made, and also with the screen. That would not account for the 
other manifestation, but so far as the vocal cord was concerned he 
understood Dr. Davis to say he had not made a final diagnosis, 
but suspected aneurysm. 

Mr. SyMonps said one point had specially interested him, and 
that was the difference in the voice in these cases of paralysis from 
pressure in aneurysm and in paralysis from malignant diseases of 
the cesophagus. He had often noticed a very striking difference 
in the voice, which was high-pitched. 

Dr. GRAN’ said the man complained of headache and some affec- 
tion of the palate, which did not act well. Liquids came back 
through the nose. This paresis might be a manifestation of, or pro- 
duced by, some syphilitic lesion in the cranium. In his opinion, 
the indications of a correct diagnosis pointed to that direction rather 
than to the chest. 

Dr. Davis said that it was unfortunate that his other case of a 
man with pulsating aneurysm and fixation of the left cord did not 
turn up for comparison. In the man with aneurysm the voice 
was extremely hoarse and loud and gruff, but this man, who had 
the same amount of paralysis precisely, talked perfectly well except 
for his high-pitched voice. The healthy cord seemed to move across 
in both cases, but in this man one would not think at first of looking 
at the cords. He examined the chest very carefully and thought 
there was no aneurysm; the heart was not enlarged or hypertrophied, 
though the pupils and pulses were asymmetrical. There was noth- 
ing else to lead one to think of aneurysm. He suffered from 
paresis of the palate, and fluids came back through the nose In 
addition, there was weakness down the right side and wasting of 
the muscles of the arm. It is possible that he might have an aneu- 
rysm as well as other trouble—he could not make a diagnosis him- 
self. 
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Tumor of Palate in a Woman et. 34 


Shown by Dr, DonELan. The patient had suffered from carious 
teeth, especially at the right side of upper jaw, and appeared to have 
had attacks of antral inflammation, the right antrum being darker 
on transillumination than the left. There was no nasa! discharge 
and but little obstruction. The tumor was noticed first about four 
teen months ago by Dr. Lavery, of Swindon; he punctured it under 
cocaine anesthesia, but no fluid came away. ‘The puncture was 
made near the middle line, as the tumor then extended over the ra- 
phe to the left side. At present it is a rounded flat growth occupy- 
ing the greater part of the right side of the velum and extending 
for about half an inch over the hard palate. The exhibitor desires 
opinions as to the probable nature of the growth and the trav‘rient. 

.Mr. Pacer said that this tumor probably was encapsuled, and 
could be easily shelled out. It was a curious fact about tumors of 
the palate that they could get to a very considerable size without 
being noticed. One could not go about with an abscess in the 
palate and not notice it for fifteen months. He thought it would be 
found under the microscope a very mixed-cell growth, like the 
tumors of the parotid region, composed of mixed tissue recalling 
the involution theory of new growths. With a finger behind a 
soft palate and a raspatory probably it could be easily shelled out 
and would never recur. 

Dr. GRANT said no doubt many of them had read a very interest- 
ing paper by Mr. Paget on the subject of growths in the palate. 
He had seen two growths of the mixed nature referred to by Mir. 
Paget, but they were further back and rather in the substance of 
the soft palate. This was a suspicious-looking growth, and its’ 
vascularity rather suggested it might be of the nature of a sarcoma. 

Mr. DE SANTI said he had elicited from the patient the fact 
that an exploratory puncture had been made with negative resuiis. 
He was of the opinion of Dr. Paget that the swelling was a tumoi 
of a mixed character and could easily be removed. 

Dr. DoNELAN said he had found on further inquiry that the 
growth had been punctured by Dr. Lavery, of Swindon, under co 
caine, and that no fluid came, but that the growth had become smaller 
near the site of the puncture. He intended to follow the course sug- 
gested by Mr. Paget, and hoped to communicate the result to the 
Society. 


Paralysis of the Left Vocal Cord in a Man et. 67. 


Shown by Mr. pe Santi. Mr. de Santi showed a man et. 67, 
with paralysis of the left vocal cord. He had been seen by him 
for, the first time the day before, and was found to complain of 
hoarseness and dysphagia of five weeks’ duration. He had also 
lost much in weight. 

On examination the left vocal cord was found to be paralyzed, 
but otherwise the larynx was normal. No glands or tumor were io 
be felt in the neck, and the diagnosis seemed to rest between aneu- 
rysm of the aorta and malignant disease of the cesophagus. Until 
the patient had been radiographed Mr, de Santi did not intend to 
pass an cesophagal bougie. .Examination of the chest by one of 
his colleagues had been negative. 
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Dr. HALL said Mr. de Santi had promised to send the patient to 
him under his care at the Westminster Hospital. He would ex- 
amine him with the aid of the X-rays, and report later on. The 
radial pulses were unequal. 

(Examination of this patient by means of the X-rays subsequent 
to the meeting revealed well-marked dilatation of the transverse and 
descending arch of the aorta). 


Case of Bilateral Hematoma of Septum Nasi. 


Shown by Mr. pe Santi. The patient, a child zt. 6, had a se- 
vere fall on the nose a week or ten days before being seen by Mr. 
de Santi. On examination some external swelling and tenderness 
of the nose was felt, and both anterior nares were found blocked 
with bright red swellings, evidently connected with the septum. 
The case had been seen by Mr. de Santi the day before the meet- 
ing, and would have been treated by incision of the swellings, but 
he thought the members of the Society might be interested to see 
the case, and so had decided to defer incision until after the meeting, 

Dr, GRANT said suppuration was already taking place, and ad- 
vised this should be opened with as little delay as possible. The 
pain in the swelling had considerably increased within the last 
few days. It was over a fortnight since the accident happened. The 
sudden change he considered due to suppuration. The patient’s 
health was rather disturbed, and the enlarged gland under the 
maxilla might suppurate. 

(Subsequent to the meeting the hematoma was incised; there 
was no pus evacuated, only sanious non-purulent fluid). 


Case of Post-Pharyngeal Swelling. 


Shown by Dr. Bennett. A. W—, et. 19. maker of brass in- 
struments, was seen first in January, 1904, on acount of obstructed 
nasal respiration. The difficulty of breathing through the nose 
had been coming on gradually for more than six months, but there 
had been no other symptoms. The posterior wall of the pharynx, 
especially on the right side, was pushed forward, so that the passage: 
into the naso-pharynx was largely obstructed. The swelling was 
punctured and pus escaped, though not in large amount. The tis- 
sues cut seemed crisp, suggesting the presence of enlarged glands 
only partially broken down. The progress was slow, but gradually, 
after several weeks, the swelling materially lessened in size. Very 
little discharge escaped, and the patient was not seen for four weeks. 
On May 4th, on examination of the larynx, it was found that there 
was a considerable swelling of the pharynx at the level of the larynx, 
especially on the right side, and extending also to the tissues of the 
larynx externally. There seemed also to be some swelling of the 
interior of the larynx, but it was difficult to obtain a clear view ol 
this. Most probably the trouble is due to the slow breaking down 
of tubercular glands, with possibly some tubercular infiltration of 
the larynx itself. The general health is excellent, and examination 
of the lungs has not revealed any signs of tubercle. 
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Dr. Herpert Tittey thought the swelling was of the nature of 
a chronic abscess, and possibly due to suppuration in a deep cer- 
vical gland, and may be of tubercular origin. He thought that it 
could only be thoroughly dealt with by an external operation, the 
incision being made behind the sterno-mastoid muscle, and the ab- 
scess being approached behind the sheath of the large vessels 
(Chiene’s operation). 

Str Freittx Semon said he saw*the right vocal cord move. Dr. 
Bennett had asked him to examine the patient, but he was not 
prepared to say what the swelling on the posterior wall of the 
pharynx was. It extended to the right side of the larynx, and was 
particularly visible near the vocal processus of the right arytenoid 
cartilage, but behind that swelling the right cord moved distinctly. - 

He was not inclined to view this as a new growth, and he sug- 
gested that Dr. Bennett should have a swab taken and examined 
both microscopically and bacteriologically. The. idea in his mind 
was that there was some infection there which had caused the swell- 
ing rather than a new growth. Until a swab was taken he would 
not recommend the heroic procedure advised by Dr. Tilley. 

Mr. Symonps said he had seen three conditions like this in grown 
persons. One was a case of gumma which went away entirely, 
the second proved to be tuberculous, and the third was in a young 
woman which protruded forward. They opened it, and got down 
ultimately on the spine—propably a case of spinal disease. He did 
not think this fluctuated, and there was accordingly no necessity for 
external operation. He was inclined to consider it a form of tuber- 
cular infiltration rather than anything else. In the middle line 
there was an aperture in which was some pus. The appearance 
suggested a granuloma to him 

Dr. Bennett. After an incision of the swelling, ten weeks ago, 
little discharge escaped. However, it gradually subsided to its 
present condition, and the patient was not seen for some weeks. 
Two days ago the swelling was found to extend down to the level 
of the larynx, and there seemed to be a slight degree of infiltration 
of the laryngeal tissues. 





SELECTED ABSTRACTS. 


The Eustachian Tube of the Ant-Eater—E. Zuckerkanpt—Mon- 
atsschr. f. Ohrenh. (Berlin),» Jan., 1904. 

Contrary to the assertion of Hyrtl, Zuckerkandl found that this 
animal posseses a Eustachian tube. The bony canal opens at the 
level of the floor of the tympanum; the remaining portion is mem- 
branous, and contains no cartilage. Dr. SIDNEY YANKAUER. 


Intubation of the Larynx and Intubation Instruments—F. Ff. 
Waxuam (Denver)—Denver Med. Times, Feb., 1904. 

An article with many illustrations of the intubation instruments, 

Waxham states that ever since the time of O’Dwyer others have 
attempted improvements upon his instruments and methods “without 
bestowing upon them a thousandth part of the careful, painstaking 
and scientific investigation that characterized the work of the great 
genius to whom we are indebted for one of the greatest advances in 
the surgical treatment of diphtheria.” 

Having been identified with Dr. O’Dwyer in the early development 
of intubation, Waxham is well informed as to his careful methods, 
and states: “I can imagine what his indignation would be, could he 
but know the alterations that have been made and claimed as im-— 
provements.” 

These alterations are in direct opposition to certain details of 
construction to which O’Dwyer attached especial importance: The 
carelessness of instrument makers in manufacturing intubation in- 
struments and the crude ones devised by others as improvements. 

O’Dwyer found upon the most careful investigation that there 
were three points of danger from ulceration as a result of imper- 
fectly constructed tubes: At the base of the epiglottis from the 
pressure of the tube upon the anterior wall of the larynx; at the 
cricoid division of the larynx as a result of pressure from too large a 
tube, the neck of which is too great in circumference; and on the 
anterior wall of the larynx, opposite the lower end of the tube. 
The first and last dangers were overcome by slanting the tubes 
backward from their centers both above and below. The second 
danger was overcome by constructing a tube with as thin or flat a 
neck as possible. 

Waxham criticizes Ferroud’s tubes as contravening these import- 
ant features, as well as their bulb-like lower extremities. The Fer- 
roud tubes are also much larger in the neck than O’Dwver’s. Other 
modifications of the O’Dwyer tubes only serve to convince Waxham 
that none of them are improvements. He believes that when prop- 
erly constructed by a reliable maker who carefully follows the prin- 
ciples laid down by Dr. O’Dwyer, they are simply perfect, and never 
will or can be improved upon. 

Waxham was the first, however, to make alterations in the intro- . 
ducer, extractor, and the gag. Illustrations of these are given, and 
also of those devised by Ferroud, Waxham pointing out the good 
points of his own, and contrasting them with the bad ones of 
Ferroud’s. Eaton. 
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